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CHAPTER I
I n t r o d u c t i o n
An i n d i v i d u a l  o f t e n  p e r f o r m s  s everal roles s i m u l ­
taneously. A n  o c c u p a t i o n  u s u a l l y  req u i r e s  the p e r f o r ­
m a n c e  of s e v e r a l  roles. An e x a m p l e  w o u l d  be the c ollege  
p r o f e s s o r  who may teach, c ounsel stu d e n t s  and p e r f o r m  
research. L a w r e n c e  (1966) has s u g g e s t e d  that in m e d i c i n e  
and the o t h e r  h e a l t h  p r o f e s s i o n s  the most I m p o r t a n t  roles 
h a v e  t r a d i t i o n a l l y  b e e n  teaching, r e s e a r c h  and practice.
As a p r o f e s s i o n  d e v e l o p s  the e m p h a s i s  on the i m p o r t a n c e  
of v a r i o u s  ro l e s  may change, a p h e n o m e n o n  i l l u s t r a t e d  by 
the m e d i c a l  p r o f e s s i o n .  Since the F l e x n e r  Report of 1914, 
the fi eld of m e d i c i n e  has had an u p s w i n g  in the i m p o r t a n c e  
of b o t h  t e a c h i n g  and r e s e a r c h  roles. M o r e  r e c e n t l y  the 
e m p h a s i s  of m e d i c i n e  has b e e n  on i m p r o v i n g  the ro l e  of 
p r a c t i c e  (Carnegie C o m m i s s i o n  of Hi g h e r  E d u c a t i o n ,  1970, 
p. 40). Th o m a s  and Bid d l e  (1966, p . 14) d e f i n e d  role "as 
both a b e h a v o r i a l  r e p e r t o i r e  c h a r a c t e r i s t i c  of a p e r s o n  or 
p o s i t i o n ,  and a set of standards, d e s c r i p t i o n s ,  not i o n s ,  
or c oncept h e l d  (by anyone) for the b e h a v i o r s  of a p e r s o n  
or a p o s i t i o n . "  The p r o b l e m  that was i n v e s t i g a t e d  In thi 
study ar ose f r o m  the q u e s t i o n  "Do f a c u l t y  m e m b e r s  and 
c l i n i c i a n s  In the field of p h y s i c a l  th e r a p y  d i f f e r  signi-
ficantly in attitudes and opinions toward the pro f e s s i o n a l  
roles of teaching, c l inical p r actice and research?"
A  rev i e w  of lit e r a t u r e  in p h y s i c a l  therapy and r e ­
lated areas r evealed expressed d i s s a t i s f a c t i o n  in the p e r ­
formance of the p r o f e s s i o n a l  roles of teaching, research 
and clinical practice.
A p h y s i c a l  therapist ini t i a l l y  enters his p r o f e s s i o n a l  
field because he wishes to engage in practice, and his in i ­
tial e d u c a t i o n  is d irected to this end (Blair, 1972; D e c ­
ker, 1974; Hislop and Wort h i n g h a m ,  1958). An interest 
in p r e p a r i n g  others for clinical p ractice may lead some 
individuals to regard teaching as a major role, in p r e f e r ­
ence to engaging in full time practice.
The r e s e a r c h  role may be p e r f o r m e d  by p h y s i c a l  therapists 
in clinical p r a c t i c e  or in teaching. The r a p i s t s  of t e n  p e r ­
form a role not c h a r a c t e r i s e d  by their major role: the
clinical therapist is i n volved in teaching patients, families, 
staff me m b e r s  and ot her hea l t h  p r o f e s s i o n s :  the teaching
therapist may be i nvolved in clinical pr a c t i c e  through 
d e m o n s t r a t i o n  of clinical methods, or part time w o r k  to 
m a i n t a i n  clinical skills.
As a p r o f e s s i o n a l  field develops, a conscious effort 
is often made to improve the status and pr e s t i g e  of some 
roles (Hughes, 1964, p. 4). This effort is related to 
the a t t itudes and opinions of those wor k i n g  in the p r o f e s ­
sional field, a t t itudes ' l e a r n e d 1 during the p r o f e s s i o n a l
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e d u c a t i o n  phase. Jencks and R elsman (1968, chap. 5) 
stated that p r o f e s s i o n a l  s o c i a l i z a t i o n  is one of the most 
n otable aspects of the p r o f e s s i o n a l  education. It is 
important to i n v e s t i g a t e  the atti tudes and opinions  
about p r o f e s s i o n a l  roles to which students are exposed 
in their contacts wi t h  members of the p r o f e s s i o n a l  field.
At the present time there are s i x t y - s i x  e d u c ational 
programs le a d i n g  to the p r o f e s s i o n a l  q u a l i f i c a t i o n  in 
p h y s i c a l  therapy. S i x ty-four programs are either at the 
bac h e l o r s  degree level or at the c e r t i f i c a t e  level. C e r ­
tificate p r ograms are twelve to t w e n ty-four months in 
length and require a bac h e l o r s  degree for entrance. There 
are six masters degree programs at the p r o f e s s i o n a l  entry 
level: these programs are two years in length. Several
universities offer two p rograms - a ba c h e l o r s  degree plus 
certificate program, or a bachelors degree and a mas ters 
degree program. Of the twelve cer t i f i c a t e  prog rams, nine 
are at sch ools o f f e r i n g  ba c h e l o r s  degrees. Two are a f f i l ­
iated wi t h  a degree granting i n s t i t u t i o n  but are not in a 
college or u n i versity setting (Educational prog rams, 1974). 
C u rrently 379 full time faculty me mbers are employed in 
the s i x t y - s i x  p r o f e s s i o n a l  programs d evoted to the basic 
edu c a t i o n a l  p r e p a r a t i o n  of p hysical therapists (Physical 
Therapy Faculty, 1974).
H i s t o r i c a l  d e v e lopment of the p r o f e s s i o n
In the United States physical therapy dev e l o p e d  as a
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part of the pra c t i c e  of m edicine in the latter part of 
the 19th century. The m edical p r o f e s s i o n  r e cruited 
people with a b a c k g r o u n d  in p hysical e d u cation to assi st 
in newly developed sco l i o s i s  and p o s t u r e  clinics. F u r ­
ther growth took place in the early 2 0 th century when 
orthopedic surgeons, pri m a r i l y  in the New En g l a n d  area, 
r e quired ass i s t a n c e  in the after care and post corrective  
surgery programs of pati ents, who w e r e  victims of p o l i o ­
myelitis epidemics. P h y sicians p i o n e e r i n g  in studies of 
muscle m o vement at that time r e cruited w o m e n  wi t h  p h y s i c a l  
e d ucation b a c k g r o u n d s  to w o r k  wi t h  them. Du r i n g  this p e r ­
iod h o spital dep a r t m e n t s  in Boston and P h i l a d e l p h i a  were 
de veloped for treatment of o r t h opedic problems (Blair,
1972) .
Initially all t raining in ph y s i c a l  therapy was on an 
a p p r e n t i c e s h i p  basis, w i t h  no i d e ntified p r o f e s s i o n a l  o r ­
ga n ization or u n iversal t r aining programs. In the early 
1900s a few p r o p r i e t a r y  schools for training in phy s i c a l  
therapy were established, but the term p h y s i c a l  therapist 
was not yet used.
During W o r l d  War I w h e n  large num bers of injured 
soldiers r e quired care, the United States Army called upon 
the leaders in the new field to develop training programs. 
These " r e c o n s t r u c t i o n  ai d e s "  were first t rained at W a l t e r  
Reed Gen eral H o s p i t a l  (Vogel, 1967). The tra i n i n g  p r o g r a m s  
were later e x t e n d e d  to colleges w i t h  physical edu c a t i o n
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departments and to schools of p h y s i c a l  edu c a t i o n  (Worth­
ingham, 1963). The largest group of trainees was at 
Reed College, Oregon, under the d i r e c t i o n  of Mary McMillan, 
an early leader in the d e v e l o p i n g  field of p h y s i c a l  t h e r ­
apy. Nearly eight hu n d r e d  r e c o n s t r u c t i o n  aides were s e r v ­
ing in Army H o s p i t a l s  by the end of Wo rld War I (Vogel,
1967). Those trained as r e c o n s t r u c t i o n  aides c o n t i n u e d  to 
w o r k  in this n e w  field f o llowing the war. In J anuary 
1921, a group of former r e c o n s t r u c t i o n  aides of the U.S.
A r m y  formed the A m e r i c a n  W omen's Phy s i c a l  T h e r a p e u t i c  
O r g a n i z a t i o n  w i t h  Mar y M c M i l l a n  as its first president.
In 1922 the name was cha nged to The A m e r i c a n  P h y s i o t h e r a p y  
A s s o c i a t i o n  and men we r e  a dmitted to membership. In 1940, 
the na m e  of the o r g a n i z a t i o n  was changed to The A m e r i c a n  
P h y s i c a l  T herapy A s s o c i a t i o n  (APTA) (Blair, 1972; Beard, 
1961).
Dur i n g  the first deca de of the o r g a n i z a t i o n ’s ex istance, 
m i n i m u m  s t a ndards for e d u c a t i o n a l  programs w e r e  developed.
The r e q u irement for ent e r i n g  these programs was g r a d u a t i o n  
from rec o g n i z e d  schools of p h y s i c a l  e d u c a t i o n  or schools 
of n u r s i n g  (Worthingham, 1963).
The major role of edu c a t i o n  in the d e v e l o p m e n t  of the 
p r o f e s s i o n  was rec o g n i z e d  w h e n  the AP T A  took r e s p o n s i b i l i t y  
for a p p r o v i n g  schools of p h y s i c a l  therapy. By 1928 there 
we r e  a total of eleven a pproved e d u c a t i o n a l  p r ograms (Beard, 
1961).
During the 1930s many physical therapy programs 
became affiliated with colleges and universities, and 
certificates were granted to graduates (Beard, 1961;
Michels, 1970). These programs combined clas sroom i n ­
struction with clinical practice in a hospital setting.
Often the major base of operations was a hospital af f i l ­
iated with a university medical school. The APTA during 
this time felt it could no longer handle the a c c r e d i t a ­
tion of educational programs, and asked the Council of 
Medical Education of the A m erican Medical A s s o ciation 
to assume this responsibility in 1936. By 1940, the 
first bachelors degree programs were established (Presi­
dential Addresses Reprinted, 1971).
A World War again created the impetus for growth in 
the field of physical therapy. In 1942 the Army began 
commissioning female physical therapists as officers, 
requ iring a bachelors degree and a certificate from an 
approved physical therapy school. The Army also continued 
to conduct its own training programs (Vogel, 1967)
Further growth of bachelors degree programs continued, 
and by 1950 nineteen of the thirty-one accredited schools 
of physical therapy offered degree programs. The other 
twelve programs offered certificates requiring three years 
of college, college graduation, or graduation from an appro­
ved school of nursing for admission. The trend of a f f i l i a ­
ting physical therapy education wit h university and college
programs has c o n t i n u e d  (Beard, 1961; Decker, 1974).
All s i x t y - s i x  current p h y s i c a l  therapy p r o f e s s i o n a l  
p r ograms are a s s o c i a t e d  wi t h  or part of a college or 
uni v e r s i t y  (Educational Programs, 1974). Two further 
trends can be no t e d  in the d e v e l o p m e n t  of physical 
therapy. The first Is the i n c l u s i o n  of physical 
t herapy p r ograms in schools of al l i e d  health pro f e s s i o n s 
w h i c h  combine e d u c a t i o n a l  pro g r a m s  for several hea l t h  
rel a t e d  o c c u p a t i o n s  into one scho ol (McTernan, 1972, 
pp 1-10; Perry, 1968; Light, 1969; Greenfield, 1969; 
M e d i c a l  E d u c a t i o n  in the U.S., 1969). Pro p o n e n t s  of 
this form of o r g a n i z a t i o n  feel that the allied health 
p r o f e s s i o n s  com m a n d  more a t t e n t i o n  and b e t t e r  financing 
from I n s t i t u t i o n s  of higher education, and better o r g a n ­
i zation of t r a i n i n g  by c o m b i n i n g  several he a l t h  p r o f e s s i o n 
into one school. (Perry, 1969). Prior to this o r g a n i z a ­
tional change phy s i c a l  therapy p r ograms and other allied 
h e a l t h  programs were o p e r a t e d  as separate departments, 
or as additions to med i c a l  schools, often c o mpeting for 
funds on a basis of i n e q u a l i t y  (Worthingham, 1968). One 
of the obj e c t i v e s  at sch ools of allied hea l t h  pro f e s s i o n s 
has been to develop a core c u r r i c u l u m  in the basic science 
and b a s i c  he a l t h  areas, thus i n c r e a s i n g  the eff i c i e n c y  of 
the e d u c a t i o n a l  programs (Hamburg, 1969). This res u l t e d  
from the demand for basic science faculty to p rovide a 
great v a r i e t y  of courses for the di v e r s e  he a l t h  groups
s eeking e d u c a t i o n  (Perry, 1968), T h e o r e t i c a l l y ,  a school 
of allied h e a l t h  p r o f e s s i o n s  can d e crease the v a r i e t y  of 
courses taught by basic science fac ulty since these 
courses be c o m e  part of a core curriculum. C o m m u n i c a t i o n  
is inc r e a s e d  among the h e a l t h  fields as students are i n ­
t r oduced to the p r oblems of other allied h e a l t h  workers 
at an early stage in their careers. P h y s i c i a n s  and m e d ­
ical students become conversant wi t h  the wo r k  of those 
in the allied h e a l t h  p r o f e s s i o n s  (Perry, 1968, 1969).
T hr o u g h  the i n fluence of the schools of allied 
h e a l t h  p r o f e ssions, the use of aides or a s s istants in 
the allied h e a l t h  pro f e s s i o n s  has increased (Gossett,
1973). C o m munity college p r ograms for p h y s i c a l  therapist 
a s s i stants we r e  d e v eloped during the later part of the 
1960s. The trend toward u t i l i z a t i o n  of formally tra ined 
a s s istants raised q u estions about the e d u c a t i o n  of p r o ­
fessionals and the level of p r a c t i c e  p r o f e s s i o n a l s  should 
be capable of performing. An increased demand for role 
e xp a n s i o n  and longer e d u c a t i o n a l  p r e p a r a t i o n  of the p r o ­
fessional pe r s o n  in p h y s i c a l  the rapy has r esulted (Daniels, 
1974; Pasc asio, 1969; W o r t h i n g h a m  1970; Johnson, 1974; 
James and Stuart, 1975),
The h i s t o r i c a l  d e v e l o p m e n t  of phy s i c a l  therapy towa rd 
p r o f e s s i o n a l  status has followed a ty pical d e v e l o p m e n t a l  
p at t e r n  of a p p r e n t i c e s h i p  training, e d u c a t i o n  p rograms of 
a p r o p r i e t a r y  nature, e d u c a t i o n a l  pr o g r a m s  located In c o l ­
leges and u n i v e r s i t i e s ,  and the final d e v e l o p m e n t  of degree
status for these programs (Lynn, Mayhew, Barber, 1964, 
pp 15-34; Mayhew, 1971, chap 1). As the field matured, 
graduate degree programs were d e v eloped also.
Tea c h i n g  role
A re v i e w  of the roles of interest to this study was 
found in the lit e r a t u r e  on phy s i c a l  therapy. This revealed 
that the teaching role is p e r f o r m e d  both by faculty me mbers 
of the ph y s i c a l  therapy e d u c ational programs, and by c l i n i ­
cians. The first of two surveys of faculty members, r e ­
ported in the literature, was part of an ext e n s i v e  study 
of p h y s i c a l  the rapy ed u c a t i o n  p u b l i s h e d  b e t w e e n  1968 and 
1970. W o r t h i n g h a m ' s  study (1968, a) found that 20% of p h y ­
sical therapy faculty were males, and 80% w e r e  females.
Three percent of the faculty held full p r ofessorships,
13% had associate pro f e s s o r  rank. Faculty me m b e r s  had 
o btained these graduate degrees: 5% had a doctorate, 55%
held a masters degree, 45% held the bachelors degree as 
the highest acade mic degree.
T w e n t y - e i g h t  percent of the faculty reported research 
activity: 34% were i n v o l v e d  in clinical p r a c t i c e  activities.
W o r t h i n g h a m  did not attempt to eva l u a t e  faculty performance, 
but she did note sev eral problems in the edu c a t i o n a l  setting. 
These i n cluded the lack of research space, heavy te a c h i n g 
loads, lack of p r e p a r a t i o n  for the f a c u l t y - t e a c h i n g  role, 
and failure to achieve higher faculty ranks.
A second survey of p h ysical therapy fac ulty reported
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responses to 282 q u e s t i o n a i r e s  received from forty-six 
of fifty-two surveyed p h y s i c a l  therapy p r o g r a m s  (Conine,
1973). This survey reported that faculty m embers spent 
most of their time in the t e a c h i n g  function. The average 
amount of clinical exp e r i e n c e  prior to full time teaching 
was two and one - h a l f  years. For 80% of the fac ulty m e m ­
bers, clinical p ractice a c c o u n t e d  for less than 2 0 % of 
their duties. N i n e t y - f i v e  p ercent of the faculty spent 
less than 1 0 % of their time in research, p r o f e s s i o n a l  
w r i t i n g  or consultation. Conine found that 67% of the 
faculty had graduate degrees, but only 8 % had the doctorate. 
Very few faculty members felt that any p r e r e q u i s i t e s  were 
r e quired for a teaching or faculty role, but they did r e ­
port some p r e p a r a t i o n  for the teaching f u nction was needed.
In this survey Conine asked what p r e p a r a t i o n  w o u l d  be most 
h e l p f u l  to the teaching p rocess and found that faculty m e m ­
bers were int e r e s t e d  in e d u c a t i o n a l  methods and techniques. 
About 50% stated interest in supervised t e a c h i n g  experiences, 
15% exp r e s s e d  an interest in r e search methods and stati stics, 
and 1 0 % w i s h e d  to learn most about e d u c ational foundations.
G riffin (1973), as par t of a study of i n t e g r a t e d  te a c h ­
ing, reported on attitudes of physical therapy teachers.
Dat a was collected from t h i r t y - n i n e  responses to ques t i o n a i r e s  
sent to officials in charge of fifty-two p h y s i c a l  therapy 
programs. She found 87% of the faculty agreed that content 
and o r g a n i z a t i o n  of the c u r r i c u l u m  needed to be changed. 
S e v e n t y - s i x  percent of the faculty surveyed felt that "teach-
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ing the teachers to teach" was important. E i g h ty-four 
percent reported that the educational objectives of 
their res p e c t i v e  programs should be reap praised. Only 
58% thought the present e d u c ational programs pre p a r e d 
students a d e q u a t e l y  for p r o f e s s i o n a l  practice.
In two edito rials, Hislop (1968, a, b) stated that 
high q uality teachers w e r e  lacking in phy s i c a l  therapy 
programs. She cri t i s i z e d  faculty for not b e i n g  scholarly 
and for not c o n t r i b u t i n g  to the p r o f e s s i o n a l  literature. 
Hislop c h a r a c t e r i s e d  faculty members as being too c o n v e n ­
tional, too traditional in teaching methods, and too lax 
in c o n d u c t i n g  research. In her view, teaching without 
be i n g  i n volved in r esearch was s t u l t i f y i n g  to both faculty 
and students. She cri t i s i z e d  the e d ucators for not setting 
a good role model in an a t m osphere c o nducive to r esearch by 
wh i c h  the students w o u l d  be e n c ouraged to develop i n quiring 
minds. The university atm o s p h e r e  should attract the best 
minds to teaching, but Hislop felt this was rarely the case 
in p h ysical therapy.
She no ted that t e a c h i n g  loads were too high, l a b o r a ­
tory and res e a r c h  space w e r e  sparse, and c u r r i c u l u m  r e ­
v i s i o n  was long overdue. The demands on faculty we r e  p r i ­
marily for teaching, w h i c h  she felt was only a part of the 
needs of the p r o f e s s i o n a l  program: a spirit of scholarship
as well as pr i d e  in the educational p r o g r a m  was needed.
Mi c h e l s  (1969), as president of the APTA, c r i tisized
educators for two shortcomings. The first was the non- 
critical teaching of methods and techniques of physical 
therapy. He felt that too mu c h  was pass ed al o n g  to s t u ­
dents in the form of " H o l y - W r i t "  - that students were not 
b e i n g  c h a l lenged to examine and q u e s t i o n  current practices. 
His second c r i t i c i s m  was of the curriculum, p a r t i c u l a r l y  
on the lack of e x posure to research design and s t a t i s t i ­
cal analysis. Mi c h e l s  felt this was needed to enable 
students to q u estion c l a s s r o o m  p r e s e n t a t i o n s  and the p r o ­
fess ional literature. Pascasio (1969) also raised q u e s ­
tions about current e d u c a t i o n a l  practices. She noted that 
p h y s i c a l  therapists are expected to be able to teach - 
both those who a r e - f a c u l t y  m embers and those in clinical 
settings - but that no time is devoted to the teaching  
process in the current curriculum. J o h n s o n  (1974) felt 
this should be a ma j o r  con cern to all p h y s i c a l  therapists.
The p r e p a r a t i o n  required of a faculty m e m b e r  was e x ­
p lored by Jaeger (1970) who felt a s uitable b alance b etween 
depth of u n d e r s t a n d i n g  of subject m a t t e r  and b r e a d t h  of 
b a c k g r o u n d  was desirable. She dis c u s s e d  the imp o r t a n c e  
of the faculty as role models for students, esp e c i a l l y  for 
the role of the "continuous learner" in a p r o f e s s i o n a l  field.
Several stu dies have no t e d  the i n v o lvement of the 
cl i nician in teaching. Senters (1972) found in a survey 
that 48% of clinicians were involved in t e aching other p r o ­
fessionals in the he a l t h  setting, and that 64% were Involved
in teaching patients as part of the p a t i e n t ' s  care. 
W o r t h i n g h a m  (1968, c) found 93% of clinical therapists 
teaching family members some p ortion of a pat i e n t ' s  care,
75% te a c h i n g  nurses, 32% teaching phy s i c i a n s  in resi dency 
programs and 25% t e aching medical students. Her study 
was of clinical educators, and the high n u m b e r  of these 
t herapists in t eaching hos p i t a l s  acco unted for the high 
p e r c e n t a g e  found t e a c h i n g  physicans, m edical students and 
nurses. This study was done on the clinical education 
phase of basic e d u c a t i o n  of the physical therapist. C l i n ­
ical educators - cli n i c i a n s  in a practice s etting (usually 
a ho spital), have the resp o n s i b i l i t y  of s u p e r v i s i n g  p h y s i ­
cal th erapy students who are gaining c l i n i c a l  experience. 
Each student, pr ior to g r a duation from the basic e d u c a ­
tional program, spends four to eight weeks in three or 
more clinical centers.
W o r t h i n g h a m  (1968, c) felt the c linical educators job 
was u n r e a sonably d i fficult because it c o mbined p l anning and 
s u p e r v i s i n g  the students' program, and the r e s p o n s i b i l i t i e s  
of pa t i e n t  care. I n v e s t i g a t i o n  of the edu c a t i o n a l  b a c k ­
ground of clinical e d u cators showed 1 % had the doctorate,
11% the masters degree, 83% a bachelors degree, and 2% w i t h  
no degree. Of those i n volved in clinical s u p e r v i s i o n  of 
students, 1 0 % had less than one year of cl i n i c a l  experience, 
23% had two years or less, and 45% had over six years of 
exper ience. Fewer than 6 % of the clinical educators p a r t i ­
cipated in the dev e l o p m e n t  of the c u r r i c u l u m  of the phy s i c a l
therapy p r o g r a m  (Worthingham, 1968, c). Another study 
reported that clinicians spend appr o x i m a t e l y  7% of their 
time teaching m e m b e r s  of other he a l t h  p r o f essions (High­
tower, 1973) and 94% of the c l inical therapists having 
t e aching responsibilities. W o r t h i n g h a m  (1969) noted 
that teach ing r e s p o n s i b i l i t i e s  are i n c r e a s i n g  as the 
therapist in the c linical s e t t i n g  makes inc r e a s i n g  use 
of aides and assistants.
Students in the clinical e d u c a t i o n  set ting are b e ­
coming more cri t i c a l  of the e x p e r i e n c e s  offered during 
this phase of th e i r  education. Whe n W o r t h i n g h a m  (1969) 
compared 1961 wi t h  1965 gra duates, she found a 30% i n ­
crease (6 6 % to 96%) in those c ritical of s u p e rvision and 
experiences of f e r e d  in c l inical education.
W o r t h i n g h a m  (1970, b) n o t e d  that a directly controlled 
p a t i e n t  care area was an i n t e g r a l  part of very few academic 
programs, a disa d v a n t a g e  l e a d i n g  to def i c i e n c y  in teaching 
clinical skills, lack of faculty involvement in innovations 
in the clinical area, and a c o m m u n i c a t i o n  gap be t w e e n  c l i n ­
icians and a c a d e m i c  teachers.
R e s e a r c h  role
The research role has been urged upon phy s i c a l  t h e r a ­
pists since the o r g a n i z a t i o n  of the profession. The f o s t e r ­
ing of the d e v e l o p m e n t  of a s c i e n t i f i c  v i ewpoint by t h e r a ­
pists served as a major factor in the formation of the a s s o c ­
iation.
M o f f r o i d  and Hof k o s h  (1969) i n v e s t i g a t e d  the lack of 
r e s e a r c h  activi ties. They noted the lack of educational  
p r e p a r a t i o n  for therapists to p e r f o r m  research, e s p e c ­
ially the lack of m a t h e m a t i c a l  and s t a t i s t i c a l  c o u r s e s ,
They felt that c l inical r e search was not as clearly d e ­
fined as basic r e search and the t h e r a p i s t - p a t i e n t  i n t e r ­
action caus ed problems in e v a l u a t i n g  research, Many 
therapists e x pressed a reluctance to " e x p eriment" with 
patients; ma n y  therapists had little awareness that!the 
e f f e c t i v e n e s s  of p atient care is an important aspect of 
res e a r c h .
M o f f r o i d  and H o f k o s h  found most phy s i c a l  therapy re- 
serach lit e r a t u r e  was r e p o r t e d  by g raduate students with 
ve r y  litt le research r o u tinely reported by clinicians.
In p r e s i d e n t i a l  a d d r e s s e s  in 1970 and 1973 Michels 
ma d e  a st r o n g  appeal for increasing the r e search role of 
physical therap ists. Mi c h e l s  (1970) re v i e w  of the p r o d u c ­
tiveness of thea pists in rep o r t i n g  re s e a r c h  studies listed 
six r e s e a r c h  papers fro m the 1940s, eleven papers from the 
1950s, and f o r ty-six r e s e a r c h  papers during the 1960s,
Since 1930 there has been at least twenty a rticles or 
ed i torials urging more research by therapists. M ichels 
felt many ph y s i c a l  t h e r apists could not read the res e a r c h  
papers in the l i t erature because their b a c k g r o u n d  in r e ­
search de s i g n  and s t a t istical m ethods was poor. He further
i n d icated that therapists not only do not kn o w  about research, 
but are not c o ncerned about their lack of k n o wledge. He
raised the qu e s t i o n  "how do we k n o w  what we do, what we teach,
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and what we tell others to do is w o r t h w h i l e ? "  The small 
number of bo t h  faculty and clinicians i n volved in research 
activity (Worthingham, 1968, a; Conine, 1 9 6 8 , c, 1973; 
Senters, 1972) has been noted, as has the number of ed i ­
torials devoted to urg i n g  research. The p r o b l e m  of i n ­
sufficient r e s e a r c h  activity has c o n t i n u e d  to the present. 
C l i n k i n g b e a r d  (1974) e d i t o r i a l i z e d  that p h ysical t h e r a ­
pists may be in danger of b e i n g  called p r o f e s s i o n a l  c h a r ­
latans unless they document the e f f e c t iveness of clinical 
methods. He made a strong appeal for clinical research 
to improve the qu ality of pa t i e n t  care. Several articles 
directed at i m p roving the therapists' kno w l e d g e  of research  
methods, sci e n t i f i c  w r i t i n g  and statistics hav e appeared 
recently. Since 1970, articles on these topics have been 
p u b l i s h e d  by Gonella, 1970, 1973, a and b; L e m k u h l , 1970;
Moffatt, 1974; and Crocker, 1974.
Cl i nician role
The rol e of clinical p r a c t i c e  is the central role in 
all h e a l t h  care professions. The edu c a t i o n a l  p rograms are 
concerned ini t i a l l y  wi t h  the dev e l o p m e n t  of clinicians:  
the early conce rns of the ph y s i c a l  therapy p r o f e s s i o n  wer e 
to s t a n d a r d i z e  the pr a c t i c e  of ph y s i c a l  therapy and develop
m i n i m u m  e d u c a t i o n a l  standards for those who des i r e d  to p r a c ­
tice (Vogel, 1967; Beard, 1961).
The sta n d a r d s  for basic e d u c a t i o n  are p e r i o d i c a l l y  re-
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vised by the p r o f e s s i o n a l  association. The most current 
standards for ph y s i c a l  therapy we r e  pub l i s h e d  in 1972 
and cover the com p e t e n c i e s  n e e d e d  in patient care. These 
b r o a d l y  o utlined c o m p e tencies cover ind i v i d u a l  patient 
services, a t t e n t i o n  to p s y c h o s o c i a l  needs, communications, 
a d m i n i s t r a t i o n  of services and p r o f e s s i o n a l  growth. The 
s ection on c o m m u n i c a t i o n s  w h i c h  states the therapist must 
be able to give "accurate and a p p r o p r i a t e  i n f o r m a t i o n  c o n ­
cisely and c learly" does not m e n t i o n  the imp o r t a n c e  of 
t e aching ability, or of u n d e r s t a n d i n g  the t e a c h i n g - l e a r n i n g  
process. The st a n d a r d s  under the h e a d i n g  of p r o f e s s i o n a l  
growth con t a i n  only a br ief ref e r e n c e  to r e search (Stan­
dards for Basic Education, 1972).
P r e s i d e n t i a l  addresses during the 1930s and 1940s, in 
a ddition to e n c o u r a g e m e n t  of r e s e a r c h  activities, we r e  also 
c o ncerned wi t h  p r o f e s s i o n a l  r e c o g n i t i o n  (Presidential A d d ­
resses Reprinted, 1971). The 1946 p r e s i d e n t i a l  address 
quoted F l e xner's c r iteria for a profession, and di s c u s s e d  
the need for c l inical therapists to seek p r o f e s s i o n a l  status. 
During the 1950s c l i nicians we r e  p r a i s e d  for their wo r k  with 
p o l i o m y e l i t i s  victims and e n c o u r a g e d  again to do c linical re­
search. The p r e s i d e n t i a l  a ddress of 1961 discussed l e n g t h e n ­
ing the p r e p a r a t i o n  time of the t h erapist by ci t i n g  the di f ­
ficulties of p r e p a r i n g  for clinical pra c t i c e  in a four ye a r  
bac h e l o r  degree p r o g r a m  and by r e c o m m e n d i n g  an i n t ernship 
year. The 1968 p r e s i d e n t i a l  address, c o n c e r n e d  w i t h  p h y s i c i a n -
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p h y s i c a l  therapist relationships, stated p h y s i c a l  t h e r a ­
pists should be experts in their field, run their c l i n i ­
cal departments well, and do clinical re s e a r c h  ( P residen­
tial Add r e s s e s  Reprinted, 1971).
In a 1968 editorial, Michels stated that the clinical 
therapist should apply his interest in p atient care to r e ­
sea r c h  so that more c o n v i n c i n g  conclusions could be drawn 
about the effe c t i v e n e s s  of treatment.
The results of a survey of c l inical therapists showed 
that 77% were e m ployed in h o s pitals or h e a l t h  agencies, 
and that 19% were in p r i v a t e  p r actice (Senters, 1972). The 
in v e s t i g a t o r  found that 46% of the therapists s urveyed had 
more than one pl a c e  of employment. Tw e n t y  percent of those 
s u r v e y e d  w e r e  not working: these we r e  m arried women. Fifty
percent of the therapists wo r k e d  in a s etting not staffed 
w i t h  sup p o r t i v e  p e rsonnel (aides/assistants) and w e r e  not 
making m a x i m u m  use of their p r o f e s s i o n a l  ability. Those 
who r e ported using sup p o r t i v e  staff had higher incomes and 
were mor e likely to have attended con t i n u i n g  e d u c a t i o n  courses 
in their p r o f e s s i o n a l  area.
In a study to Improve p atient services, faculty members 
we r e  r e q u i r e d  to p a r t i c i p a t e  wi t h  cl i n i c a l  therapists in 
teams r elated to m edical specialty areas. Two p r oblems wi t h  
clinical staff w e r e  reported (Moore, 1974). The clinical  
therapist often could not relate to the level of s o p h i s t i c a ­
tion of the m edical specialist wh e n  d e v e l o p i n g  new programs.
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A  hig h " t urnover rate" among clinical staff caused p r o b ­
lems in long range p l a n n i n g  and p r o g r a m  development. C l i n ­
ical team leaders experienced dif f i c u l t i e s  w i t h  the p h y s i ­
cal therapy faculty member of some teams as these faculty 
m embers tended to d o minate the t h inking of their teams 
w i t h  res u l t i n g  i n t e r p e r s o n a l  r e l a t i o n s h i p s  posing problems. 
The p r o g r a m  ove rall a c hieved p o s i t i v e  res ults with i n c reased 
referrals to clinical services and the development of new 
clinical programs. The p r o b l e m  of rapid turno ver of c l i n i ­
cal staff was also noted by W o r t h i n g h a m  (1968) . She noted  
that many clinic staffs are small, being made up of one or 
two therapists. Some of these small clinical staffs, e s p e c ­
ially those w i t h o u t  s u p portive personnel, were Isolated from 
such o p p o r t u n i t i e s  for p r o f e s s i o n a l  activities as inservice 
programs and con t i n u i n g  education. The depth of a clinic's 
exp e r i e n c e  in some settings was very s h a l l o w  w i t h  the m a j o r ­
ity of staff members hav i n g  had only one or,two years of 
experience. Ma n y  clinical the rapists exp r e s s e d  the feeling 
that phy s i c i a n s  did not und e r s t a n d  the therapist's role in 
p atient management, W o r t h i n g h a m  (1970, a) stated that the 
c linicians may not have been e f f e c t i v e  in p r e s e n t i n g  their 
role to other p r o f e s s i o n a l s  in the he a l t h  care environment.
W o r t h i n g h a m  (1969) compared the 1961 and 1965 graduates 
of physi.cal therapy schools, Both groups were critical of 
their e d u c a t i o n a l  experiences, e s p e c i a l l y  the t eaching of 
p r e l i n i c a l  therapy and the pra c t i c e  area of the clinical 
phase. Many of these graduates e x p ressed an interest in
future graduate study: 56% of the 1961 graduates and
74% of the 1965 graduates sighted further p r e p a r a t i o n  
for c linical p r a c t i c e  as a major reason.
Conine (1972) surveyed the graduates of one physical 
therapy p rogram over the ten year pe r i o d  from 1960-1970.
This survey also aaked current employers to comment on 
the graduate's abilities. A 73% response was obtained 
from graduates, a 75% response from employers. Sixty- 
four p ercent of the therapists were in general or special 
hospitals, 2 0 % w o r k e d  in n u r s i n g  homes or ext e n d e d  care 
f a c i l i t i e s ,2 % we r e  in an academic environment, and 2 % were 
self-employed. T w e n t y - t h r e e  percent of the graduates were 
unemployed, and 15% wor k e d  part time. The former figures 
r e p resent p r i m a r i l y  m arried wo m e n  graduates w i t h  children.
Both the graduates of the p r o g r a m  and employers noted 
elements lacking in the edu c a t i o n a l  p r e p a r a t i o n  of the t h e r ­
apist. Employers noted defi c i e n c i e s  in p l a n n i n g  for c o n ­
t inuity of care, p atient care standards and s u p e r v i s i o n  of 
the c linical act i v i t i e s  of the department. F ailure to p a r ­
t icipate in r e s e a r c h  activities and in the i nstitution's 
o verall edu c a t i o n a l  p r ograms were seen as areas of weakness, 
as was a lack of p l a n n i n g  for p r o f e s s i o n a l  growth. Conine 
concluded that i n c reased emphasis was needed in the t h e r a ­
p ist's e d u c ational p r o g r a m  in the areas of p r o f e ssional 
r e s p o n s i b i l i t i e s  in education, r esearch and administration.
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She felt this must be a c c o m plished wi t h o u t  r e duction 
in the therapist d i r e c t - p a t i e n t - c a r e  competencies.
Jac o b s e n  (1974) studied role m o d e l i n g  in p h y s i ­
cal therapy to d e termine if academic models or c l i n i ­
cal e ducator models we r e  more important to b e g i n n i n g  
therapists. The study, confined to female graduates, 
was carried out by using a Q sort technique. Subjects 
we r e  selected r andomly from a list of 1970 graduates. 
Only 37% of the returns we r e  useable. The academic 
model was defined by the subjects as b e i n g  a teacher 
first and a p e r s o n  second. The clinical model was d e ­
fined by the subjects as a p r a c t i t i o n e r  first, a p e r ­
son second and a teacher third. The c l inical model 
was p r e ferred over the academic model by 83% of the 
p a r t i c i p a n t s  w h e n  comparing "self" to the model. The 
"ideal therapist" was found in the clinical setting, 
but more likely to be found during the clinical e d u c a ­
tion period than during the first or second job e x p e r ­
ience. This ind i c a t e d  to the author a difference in 
clinical pr a c t i c e  as conducted in centers w h i c h  have 
teaching responsib i l i t i e s ,  as compared wi t h  centers not 
a f f i l i a t e d  with a teaching program. The subjects of the 
study a dmired the clinical model as a teacher more than 
they a dmired the academic mo d e l  as a practitioner. The
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i n v e s t i g a t o r  con c l u d e d  that if students were to admire 
the academic model they must have the o p p o r t u n i t y  to 
see the faculty in a clinical setting. A n o t h e r  major 
c on c l u s i o n  was that the cli n i c i a n  had more i n f luence 
in the p r o f e s s i o n a l  s o c i a l i z a t i o n  p rocess than the 
academic i n s t r u c t o r s  had.
A study of s tudents in C a l i f o r n i a  p h ysical therapy 
programs was done by Lee and Shepard (1973), to determine 
levels of Interest in clinical practice. B i o g r a p h i c 
data of students backgrounds, especially e v idence of 
l e a dership ability, was e x amined to determine levels of 
interest in c linical practice. Students in masters de­
gree p r o g r a m s  for basic p r o f e s s i o n a l  p r e p a r a t i o n  appeared 
more agr e s s i v e  in p u r s u i n g  c h a l l a n g i n g  w o r k  in the clinical 
areas, and more likely to d e m o n s t r a t e  i n n o v a t i v e  approaches 
to clinical practice.
M ichels (1972) dis c u s s e d  the clinical e d u c a t i o n  phase 
of the therapists education. He felt that the area of 
clinical e d u c a t i o n  was in need of ne w  models and insights, 
and called for more i n v o l v e m e n t  from all m e m b e r s  of the 
pr o f e s s i o n  to improve the clinical edu c a t i o n  p o r t i o n  of 
the therapists e d u c a t i o n a l  experience.
W o r t h i n g h a m  (1970, b) summed up the study of ph y s i c a l  
therapist edu c a t i o n  w i t h  the f o llowing p r e s c r i p t i o n s  related 
to the clinical area. She noted that re s e a r c h  needed to be 
pe r f o r m e d  by more clinicians and academic personnel. The
p r o f e s s i o n a l  role of the cl i n i c i a n  in a s s o c i a t i o n  with 
ph y sicians and other he a l t h  p r o f e s s i o n a l s  needed i m p r o v e ­
ment in the area of r e c o g n i t i o n  of the ph y s i c a l  therapists' 
cap a b i l i t i e s  and r e s p o n s i b i l i t i e s .  She felt that although 
the concept of pe e r  e q u i v a l e n c e  was Important for p h y s i c a l  
therapists, the bac h e l o r s  level t r a i n i n g  of most clinicians 
made this an u n likely a c c o m p l i s h m e n t .  W o r t h i n g h a m  felt the 
clinicians need more ab i l i t y  in a d m i n i s t r a t i n g  p h y s i c a l  
therapy programs. In her opinion the cl i n i c a l  e d u c a t i o n  
period was too short w i t h  s p e c i a l i z a t i o n  at the clinical  
level poorly developed; n e w  a r r a n g e m e n t s  we r e  ne e d e d  to 
improve c l inical abi l i t i e s  in s p e c i a l t y  areas.
Effects of g r a d u a t e  study on p r o f e s s i o n  roles
Increased a t t e n t i o n  has been pa i d  in the p r o f e s s i o n a l  
l it e r a t u r e  to gr a d u a t e  study for p h y s i c a l  the r a p i s t s  as 
both basic p r o f e s s i o n a l  p r e p a r a t i o n  and p r e p a r a t i o n  for 
teaching, r e s e a r c h  and other functions. W o r t h i n g h a m  (1970, 
b ) , His l o p  (1968, a), Daniels (1974), P a s c a s i o  (1969) and 
J o h n s o n  (1974) have exp r e s s e d  the o p i n i o n  that basic p r o ­
fessional p rograms in p h y s i c a l  therapy should be at the 
graduate level. W o r t h i n g h a m  (1968, a) no t e d  in her study 
of p h y s i c a l  therapy e d u c a t i o n  that 90% of the B.S. level 
p r ograms r e q u i r e d  four to eight m o n t h s  longer than the tr a ­
ditional t h i r t y - s i x  mo n t h  college programs. C e r t i f i c a t e  
programs w e r e  e l e v e n  to t w e n t y - f o u r  months be y o n d  the 
b a c c a l u a r e a t e  degree. Beyond the b a c c a l a u r e a t e  degree,
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ed u c a t i o n  not covered by a graduate degree added little 
to the pr e s t i g e  or salary of the individual. Hislop 
in a 1968 (a) e d i torial noted the heavy emphasis on p r e ­
r e q u i s i t e  science courses in the first two years of col­
lege, and the almost com p l e t e l y  p r e s c r i b e d  p r o f e s s i o n a l  
p r o g r a m  of the last two years of the B.S. p r o g r a m  allowed 
little time for electives or h u m a n i t i e s  to develop a 
broad e d u c a t i o n a l  background.
Pascasio (1969) and Daniels (1974) d i scussed the 
p r o p o s a l  for graduate level p r o f e s s i o n a l  training. The 
first graduate level p r o g r a m  was started in 1959 at W e s ­
tern R eserve University. This p r o g r a m  of studies combined 
elements of the cer t i f i c a t e  p r o g r a m  wi t h  the usual r e q u i r e ­
ments for a ma s t e r s  degree into a two ye a r  pro f e s s i o n a l  
masters program. W e s t e r n  R e s e r v e  Uni v e r s i t y  felt all 
p r o f e s s i o n a l  tra i n i n g  should be at the g raduate level, 
and of gr a d u a t e  school calibre. Daniels stated the emphasis 
of a graduate p r o f e s s i o n a l  p r o g r a m  should be the development 
of clinicians w i t h  high levels of competence, capable of 
ass u m i n g  an e x p a n d e d  clinical role. This was felt to be 
esp e c i a l l y  important since there had be e n  a change of e m ­
phasis in the he a l t h  fields to disease p r e v e n t i o n  and a d e ­
quate li f e l o n g  h e a l t h  care for all Individuals. Daniels 
also no t e d  the p o s s i b i l i t y  of I mproved peer rel a t i o n s h i p s  
b e t w e e n  the therapists and other health p rofessionals. This 
w o u l d  be true esp e c i a l l y  in med i c i n e  w h e r e  a trend toward
sho r t e n i n g  the time taken to educate p h y sicians has been 
noted (Mayhew, 1971). Daniels (1974) cites a Stanford 
U ni v e r s i t y  study wh i c h  stated "the masters degree has a 
social utility equal to the Ph. D. esp e c i a l l y  in fields 
w h e r e  the gap be t w e e n  wh a t  is known and what is be i n g  
done is great."
Graduate degree programs for therapists already 
p r o f e s s i o n a l l y  qu a l i f i e d  have been in exi s t e n c e  since the 
late 1940s. Michels (1973) noted there we r e  ten masters 
degree programs by 1960 but only one additional p r o g r a m  
by 1970. Today there are fourteen graduate programs 
(Educational Programs, 1974).
Many physical therapists have obtained their masters 
degrees in areas other than p h ysical therapy, examples are 
education, basic sciences, public health, etc. It has be e n  
shown that there is an inc r e a s i n g  number of therapists 
obt a i n i n g  their masters degrees in the field of physical 
therapy (Conine, 1973, Wadsworth). Blair (1972) and Conine 
and Ra m s d e n  (1970) have noted u n r e solved issues in graduate 
e d u cation for phy s i c a l  therapists, esp e c i a l l y  in a p p r opriate 
areas for graduate e d ucation and benefits of this study to 
the individual. A series of articles about individual e x ­
periences in graduate e d ucation appeared in the literature 
in 1970 (McMullan, Delehanty, Cambell, Houge, Hardin).
These articles we r e  designed to show the reason for and 
the benefits of graduate study by p h y s i c a l  therapists.
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The initial emphasis of mas t e r s  degree programs was to 
attract those interested in bec o m i n g  faculty members or 
administrators. Ne w  programs are designed w i t h  more flex- 
ibility, to attract clinicians (USC, V CU-MCV and Emory 
University; Graduate School Bulletins, 1974).
In a d dition to the emphasis on masters degrees there 
has been a limited dis c u s s i o n  of the benefits of the doc­
torate for ph y s i c a l  therapists, M i l a c h e k  in 1968 stated 
there w e r e  approximately seventy therapists wi t h  doctorates. 
She cites the importance of the terminal degree to academic 
a d v a n c e m e n t  and research. Singleton (1968) found ma n y  phys­
ical therapy programs could not pr o p e r l y  support a Ph. D. 
faculty m e m b e r  because of inadequate office and laboratory 
space. T e a c h i n g  loads w e r e  considered too he a v y  to allow 
time for s c h olarly Interests, and adademic ra n k  and salary 
we r e  not equal to those of faculty in other fields. P h y s i ­
cal therapists presently hold doctorates in basic sciences, 
psychology, education and public h e a l t h  (Milachek, 1968). 
Hislop (1968, a) called for the development of doctoral 
programs in physical therapy, st a t i n g  that thirty years ago 
a Ph. D. in a service field was " unthinkable" but this is 
pr e s e n t l y  p ossible in nursing, speech pathology, r e h a b i l i t a ­
tion counseling and similar service fields. Since Hislop's 
editorial a d v o c a t i n g  this type of d e v e lopment for physical 
therapy, two universities have announced the availability 
of doctoral level study for p hysical therapists. These
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pro g r a m s  suffer fr o m  the p r o b l e m  n o t e d  by Conine of 
some masters degree programs (1970), the p h y s i c a l  
therapy aspects of the pl a n  are a cognate mi n o r  of 
g r a d u a t e  study in another d i s c ipline, often education.
Hislop (1967) e x pressed the n e e d  for res i d e n c y  
t r a i n i n g  of p h y s i c a l  therapists, ba s e d  on the m e d i c a l  
model. The rea s o n s  stated for this were the de p t h  of 
k n o w l e d g e  pr o b l e m s  clinicians faced when w o r k i n g  in a 
s p e cialty area, and the n e e d  for s u p e r i o r  cli n i c i a n s  in 
specialized treatment areas, clinical teaching, clinic 
a d m i n i s t r a t i o n  and research. A d v a n c e d  clinical t r a i n ­
ing ha s  undergone very l i t t l e  development. Centers offer 
an o p p o r t u n i t y  for advance training in spe c i a l i z e d  areas 
t h r o u g h  in-service programs for their staff, but few have 
d ev e l o p e d  t r a i n i n g  programs which are certified. An APTA 
c o mmittee c u r r e n t l y  is i n v e s t i g a t i n g  the sp e c i a l t y  tr a i n ­
ing ne e d s  of p h y s i c a l  therapists. A n  ind i c a t i o n  of the 
trend toward development of interest in c linical specialty 
t r a i n i n g  is the growth of special interest s e c t i o n s  of the 
APTA in areas such as sports medicine, orthopedics, public 
health, e l e c t r o p h y s i o l o g i c a l  measurement, and research. 
J o h n s o n  (1974, a) notes s p e c i a l i z a t i o n  should be an 
educational experience, and more than just w o r k i n g  in a 
spe c i a l i z e d  facility. She feels the delivery of superior 
se r v i c e  by cli n i c i a n s  in an expanded role is the single mos 
i m p ortant step for the fu t u r e  of p hysical therapy.
P r o f e s s i o n a l i s m
The p r o f e s s i o n a l  concerns and the literature  
about p r o f e s s i o n a l  roles in p hysical therapy has been 
discussed. Now to be con s i d e r e d  is who is and who is 
not "professional'1. Mu c h  literature has been devoted 
to the d e f i n i t i o n  (Sharof and Levinson, 1967; Moore,
1970; Cheek, 1967). Mo o r e  (1970, chap 1) d e veloped a scale 
of p r o f e s s i o n a l i s m  and c riteria for use of this scale. The 
first criteria was a f u l l-time o c c u p a t i o n  w h i c h  was also a 
"calling". This "calling" represents a set of normative 
and b e h a v o r i a l  expectations. The second c r iteria was a 
f o r malized o r g a n i z a t i o n  of those in the profession. The 
p u r p o s e  of the formal o r g a n i z a t i o n  was to set entry r e ­
quirements, and to protect the standards of pra c t i c e  in 
the profession. Third, k n o w l e d g e  d e veloped by the p r o f e s ­
sion should be esoteric by useful, and the e d u c ational 
process should be of " e x c e p t i o n a l  dur a t i o n  and difficulty", 
Moore felt a collegiate education met this criteria, but 
others have said at least part of the p r o f e s s i o n a l  training 
should be at the graduate level (Jencks and Re i s m a n  1968, 
chap 5; Flexner, 1910), The fourth c riteria was a p r o f e s ­
sional service orientation, defined by standards of c o m ­
petence, rules of cons c i e n t i o u s  performance, and the d e m o n ­
s t r a t e d  need for the service. His fifth r e q u irement was 
that the p e r s o n  w o r k i n g  in the p r o f e s s i o n  have significant 
autonomy, w i t h  their own j u dgement and aut h o r i t y  more i m p o r ­
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tant than the client's j u dgement or authority.
Moore noted that p r o f e s s i o n a l  services generally 
were of three varieties. The first are "free" p r o f e s ­
sionals in wh i c h  the c l i e n t e l e  rec e i v i n g  the services 
are unorganized, as in the private pr a c t i c e  of m e d i c i n e  
and law. In the second v ariety the p r o f e s s i o n a l  works 
for an o r g a n i z a t i o n  but the c l i e n t e l e  remain unorganized. 
Here the p r o f e s s i o n a l  retains a fairly high level of 
autonomy. The third form occurs w h e n  the p r o f e s s i o n a l  
works in an o r g a n i z a t i o n  and p e rforms services for that 
organization. The employer and the client are the same; 
there is a d e crease in p r o f e s s i o n a l  authority. Physical 
therapy meets the c riteria for the p r o f e s s i o n s  ba s e d  on 
the scale of p r o f e s s i o n a l i z a t i o n  developed by Moore (Wor­
thingham, 1960; Williams, 1958). Alt h o u g h  physical 
therapists do not enjoy the same level of p r o f e s s i o n a l  
autonomy as phy s i c i a n s  and lawyers, they do retain fairly 
high levels of p r o f e s s i o n a l  a u thority since their clients 
are not organized. P h y s i c a l  therapy meets the other cr i ­
teria as well. Parsons and Platt (1973, chap 5) note that 
p r o f e s s i o n a l  e d u c a t i o n  has been part of higher edu c a t i o n 
in the United States for some time and state that as long 
as the emphasis in p r o f e s s i o n a l  edu c a t i o n  remains of its 
cognitive aspects, this is a com p a t i b l e  inclusion.
P r o f e s s i o n a l  schools and p r a c t i t i o n e r  conflict
The lack of clinical Inv o l v e m e n t  by p h y s i c a l  therapy
faculty members has been noted ear l i e r  (Conine, 1973; 
W orthingham, 1968, a). In dis c u s s i n g  conflicts in 
schools for the minor professions, Glazer (1974) notes 
an i n t e r e s t i n g  phenomenon. In the major p r o f essions of 
m e d i c i n e  and law, the faculty member who also practices 
the p r o f e s s i o n  he teaches, adds to his prestige. This 
is not true of the so-called "minor" professions. An 
e xample given is nu r s i n g  school faculty who generally 
do not add to their p r estige by p r a c t i s i n g  nursing. P r a c ­
titioners who are faculty members tend to gravitate toward 
te a c h i n g  the h i g h e r  status roles, among w h i c h  is p o t ential 
faculty membership, and n e g l e c t i n g  or dow n g r a d i n g  teaching 
for the main p r a c t i t i o n e r  role. The p r o b l e m  of pr e s t i g e 
or i m p o rtance of the q u a l i f y i n g  or basic p r a c t i t i o n e r  de­
gree was noted by Glazer. In me d i c i n e  and law the first 
p r o f e s s i o n a l  degree, q u a l i f y i n g  the ind i v i d u a l  to practice, 
is he l d  to be the most important degree. Faculty members 
w i t h  this degree are held in equal, if not higher, esteem 
in their p r o f e ssional schools than those with a c ademic de­
grees. This Is rarely the case in the minor professions.
In ph y s i c a l  therapy it has been suggested (Worthingham, 1970, 
b; Johnson, 1974, a; Hislop, 1968, d) that one is not 
fully q u a l i f i e d  to teach with only the ba s i c  q u a l i f y i n g  de-
i
t
gree, except in the cli n i c a l  environment. Only those with 
a graduate degree are qua l i f i e d  to teach in the academic 
environment. Those with graduate degrees, such as a masters
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comes not only from wi t h i n  the p r o f e s s i o n  of p h ysical 
therapy but also from the professions of m edicine and 
other allied health fields. From m e d i c i n e  comes s u g g e s t ­
ions to increase the t h e r a p i s t s ’ p r o f e s s i o n a l  functions 
in the areas of patient evaluation, tre a t m e n t  planning, 
e x panded pa t i e n t  responsibilities, and s p e c i a l i z a t i o n  
(Perry, 1964; Hellebrandt, 1960; James and Stuart, 1975).
Many e d u c a t i o n a l  suggestions about core cur r i c u l u m  
for hea l t h  professionals, career ladders, increased m o b i l ­
ity between h e a l t h  careers, the use of assistants and u p ­
wa r d  m o b i l i t y  ha v e  come from the field of allied health  
(Hutchinson, 1960; Greenfield, 1969; McTernan, 1972;
Kuhl, 1972; and Rosenfield, 1972). There has been increased 
concern about a c c r e d i t a t i o n  and' l i c ensure and its effects 
on p r o f e s s i o n a l  growth (Watts, 1973; Pennell, Proffet and 
Hatch, 1971). N e w  health wo r k e r s  have been p roposed to 
assume some ph y s i c a l  therapy functions, such as othopedic 
assistants and res p i r a t o r y  therapists (Light, 1969). Some 
phy s i c a l  t h e rapists pe r c e i v e  this as a threat and a lost 
opportunity (Hogue, 1974): others see it as freeing the
therapist for other important tasks (Pascasio, 1969; Jo h n ­
son, 1974, b; McTernan, 1972; Kuhli, 1972; Perry, 1968; 
Rosenfeld, 1972). The a t titudes and o p inions of p h ysical  
therapists about these matters will affect p r o f e s s i o n a l  roles 
now and in the future.
Many p r o f e s s i o n a l  fields have be e n  studied from the view-
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point of a t titudes and o pinions about p r o f e s s i o n a l  
roles. E xamples are nursing, m e d i c i n e  and e d u c a t i o n 
(Corwin, 1967; P e arlin, 1967; Hughes, Ma c G i l l  and 
Deutcher, 1958; Grace, 1972; and Gregg, 1972).
Conine (1973), G r i f f e n  (1973), Lee and Shepard (1973) 
have n o t e d  the la c k  of study of p h y s i c a l  therapists' 
att i t u d e s  toward p r o f e s s i o n a l  roles.
S t a tement of h y p o t h e s i s
The l i t e r a t u r e  cited s u p p o r t s  the dev e l o p m e n t  of 
the h y p o t h e s i s  - T h e r e  are d i f f e r e n c e s  in attitudes and 
opinions he l d  by c l i n i c i a n s  and faculty m embers r e g a r d i n g  
the i m p o r t a n c e  of the p r o f e s s i o n a l  roles of teaching, 
clinical p r a c t i c e  and r e s e a r c h  in the field of p h y s i c a l  
therapy. The two sub h y p o t h e s e s  derived from the h y p o ­
thesis are:
1. Fa c u l t y  m e m b e r s  w i l l  have p o s i t i v e  a t t itudes and 
opinions r e g a r d i n g  the i m p o r t a n c e  of the role of t e a c h i n g  
and n e u t r a l  or n e g a t i v e  op i n i o n s  r e g a r d i n g  the i m p o r t a n c e  
of c l i n i c a l  p r a c t i c e  and research.
2. C l i n i c i a n s  w i l l  have p o s i t i v e  attitudes and opin 
ions r e g a r d i n g  the i m p o r t a n c e  of the role of cli n i c a l  pra 
tice, and neu t r a l  or n e g a t i v e  opi n i o n s  r e g a r d i n g  the impo 
tance of t eaching and research.
CHAPTER II 
S e l e c t i o n  of Participants
Th r e e  hundred clinicians and faculty members in 
the f i e l d  of p h y s i c a l  therapy w e r e  selected randomly 
to p a r t i c i p a t e  in the study. Using a table of ra n d o m  
numbers, one h u n d r e d  and fifty participants c o m prising 
the fac u l t y  group w e r e  s e lected from the P h ysical Therapy 
F aculty Roster 1 973-74 p r o v i d e d  by the D e p artment of E d ­
u c a t i o n a l  Affairs of the A m e r i c a n  Physical Therapy A s s o c ­
iation . In a s i m i l i a r  manner, one hundred and fifty clin­
icians were s e l e c t e d  from the active membership roster  
p r o v i d e d  by the Department of Management Services, M e m b e r ­
ship Section of the American Phy s i c a l  Th e r a p y  Association.
F o r  the p u r p o s e  of the study, a faculty member was 
d e f i n e d  as a p h y s i c a l  therapist working full time in an 
a c a d e m i c  setting w i t h  responsibilities related to teaching 
s t u d e n t s  in a professional l e v e l  physical therapy program.
Clinicians w e r e  defined as physical therapists working 
full time in h e a l t h  care s e t t i n g  with m a j o r  responsibilities 
r e l a t e d  to patient care activities.
D e f i n i t i o n  of terms
The following terms used in the st u d y  were de f i n e d  as 
follows :
attitudes - a relatively enduring org a n i z a t i o n  of b e ­
liefs around an object or s i t u a t i o n  p r e d i s p o s i n g  one to
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respond in some p r e f e r e n t i a l  manner (Rokeach, 1968, 
chap 6 )
role - both a behavorial r e p ertoire characte r i & t i c 
of a p e r s o n  or a position and a set of standards, de s ­
criptions, notions or concepts held (by anyone) for the 
b e haviors of a p e r s o n  or a position (Thomas and Biddle,
1966, chap 1).
o p i n i o n  - a view, judgement or appraisal formed in 
the m i n d  about a par t i c u l a r  matter. A  belief stronger 
than an I m p r e s s i o n  and less strong than po s i t i v e  k n o w ­
ledge (view, belief, conviction). A  judgement one holds 
to be tr u e  (Websters Unabridged Dictionary).
Data c o l lection
D a t a  was c o l lected through the us e  of a three-part 
q u e s t i o n a i r e  m a i l e d  to the selected p a r t i cipants for 
c o m p l e t i o n .
The first p a r t  of the questionaire r e quested b i b l i o ­
graphic data ab o u t  age, sex, job title, work h istory and 
degrees held. Th i s  data was collected in o r d e r  to compare 
this st u d y  group wi t h  previous study groups (See A p p e n d i x  
A for complete q u e s t i o n a i r e ) .
The second part of the questionaire con t a i n e d  a twenty- 
item, Lik e r t  s c a l e  using a five p o i n t  spread from "agree 
strongly" to "disagree strongly". The scaled items were 
related to research, teaching and clinical p r a c t i c e  roles
and were m i x e d  in a r a n d o m  fashion wi t h  items from 
ea c h  area of interest scattered throughout the q u e s ­
tionaire .
The final part of the q u e s t ionaire consisted of a 
semantic d i f f e r e n t i a l  (SD) instrument w h i c h  utilized 
the words "teaching", "research" and "clinical pra c t i c e " 
as concept words. T e n  word pairs with opposite m e a n ­
ings were u s e d  as the scale items for ea c h  concept word.
The ten w o r d  pairs w e r e  mixed randonly and the positions 
w e r e  rev e r s e d  for the different concept words. T h e  word 
pairs were selected f r o m  several sources (Osgood, Tuci 
and Tannenbaum, 1957; Rob i n s o n  and Shaver, 1969; Heise, 
1965) .
R a tionale for development of the q u e s tionaire
Likert type scales have been used in questionaires 
si n c e  Likert o r i g i n a l l y  described this f o r m  of sur v e y  
instrument in 1932. The questionaire as a data c o l l e c t i o n  
instrument of opinions and attitudes had come into use 
n e a r l y  a h a l f  century earlier (Murphy and Likert, 1938, 
chap 1). M o s t  authors discussing the subject have approved 
the c o n s t r u c t i o n  of scaled items by i n d ividual researchers 
w h e n  e x isting scales are not adequate for the p r o b l e m  to be 
i n v e s t i g a t e d  (Likert, 1933, 1967; Shaw and Wright, 1967, 
chap 2; Thurstone, 1967).
Likert points out that wh e n  c o n s t r u c t i n g  sc a l e d  items,
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the statements m u s t  be such that those with differing 
points of view w i l l  respond differently. Likert scales 
are a form of s u nmated r a t i n g  scale containing a set of 
a t titude items of appr o x i m a t e l y  equal value (Kerlinger, 
1973, chap 29).
Based on a review of the literature, the questionaire 
statements (scale items) w e r e  w r i t t e n  to elicit opinions 
of the p r o f e s s i o n a l  roles of interest. The questionaire 
was used in a p r e l i m i n a r y  st u d y  of forty selected in d i ­
viduals: twenty faculty m e m b e r s  and twenty clinicians.
The preliminary study results were analysed by computing 
the m e a n  values for each s c a l e d  item for the two groups, 
and by soliciting comments about the questionaire from the 
participants. On e  difficulty noted was the w o r d i n g  of the 
scaled items. Th o s e  items c alling for conclusions rather 
than opinions w e r e  found to be more factual than opinion 
oriented. Likert pointed out this p r o b l e m  and stated that 
persons with dif f e r i n g  o p i n i o n s  may often agree on facts 
(Murphy and Likert, 1938). The questionaire used a five 
point scale to m a k e  use of the advantages of intensity of 
a g r e e m e n t - d i s a g r e e m e n t  w h i l e  d i s c ouraging the tendency of 
r e sponse set. Response set has been described as the ten­
dency to respond to most or all items in similar fashion, 
such as always at the e x t r e m e s  of the scale, or always in 
the neutral area (Kerlinger, 1973, chap 29; A t h a n s i o u  and 
Head, 1969, chap 1). The m a j o r  advantage in us i n g  a scale
44
of a g r e e m e n t - d i s a g r e e m e n t  is the increase in the variance, 
response set tends to decrease this variance (Robinson et 
al, 1969, chap 1). The wording of the scaled items was 
directed toward d i s c o u r a g i n g  r e sponse set by reversing 
the end of the scale most likely to be used in several 
items throughout the q u e s t ionaire (Gregg, 1972; Dawes,
1972, chap 2).
The q u e s t ionaire form took into account these co n s i d ­
erations :
(1) Statements of fact were a v o i d e d  and statements of 
opinions were used.
(2) Statements w e r e  worded to en h a n c e  the likelihood of
differences b e t w e e n  the two groups.
(3) Statements were worded to elicit agree-disagree choices.
(4) Statements were kept short and simple.
(5) Statements about the three roles of interest were
scattered throughout the q u e s t i o n a i r e  and worded in such
a way that the end of the scale most likely to be used did 
not follow a pattern.
The q u e s t i o n a i r e  format a t t e m p t e d  to satisfy the r e ­
quirements of scale cons t r u c t i o n  noted by Likert (1932) , 
M urphy and Likert (1938), and R o b i n s o n  et al (1969).
R a t i o n a l e  for use of semantic differential technique
The semantic differential (SD) was developed by O s ­
good (1957) as a m e t h o d  of m e a s u r i n g  the connotative m e a n ­
ing of concepts. Osgood stated that a concept's mea n i n g
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is closely related to attitudes, and that attitudes tend 
to define a c o n c e p t ’s m e a n i n g  to an individual. A major 
a d v a n t a g e  to the SD technique is the wi d e  range of p o s s ­
ibi l i t i e s  for its use and analysis. W h e n  us i n g  the SD 
t e c h n i q u e  in a r esearch p r o b l e m  one is c o n c e r n e d  with the 
s e l e c t i o n  of the a p p r o p r i a t e  concepts for study. The p r i ­
m a r y  concern of this study was to i n v e s t i g a t e  attitudes 
and opinions of the p h ysical therapist to w a r d  the p r o f e s ­
s i o n a l  role concepts of "research", " t e a ching", and " c l i n ­
ic a l  practice".
The second step in c o n s t r u c t i n g  a s e m a n t i c  d i f f e r e n ­
tial is the sel e c t i o n  of the word pairs. Osgood makes the 
p o i n t  that these word pairs should meet the criterion of 
r e l e v a n c e  to the concepts under study. O s g o o d  noted three 
m a j o r  factors m easured by w o r d  pairs: e v a l u a t i o n  (good-
bad), potency or strength (strong-weak), and activity (fast- 
slow). A  word pair may express some of each of these fa c ­
tors, but each wo r d  pair should em p h a s i z e  one of the three 
m a j o r  factors. Wh e t h e r  these three factors are important 
has been que s t i o n e d  by some investigators. Wiggins and 
F i s h b e i n  (1969) felt there was a s i g n i f i c a n t  d i f ference 
f r o m  individual to ind i v i d u a l  with a given word pair i mplying 
ev a l u a t i o n  to one i n d ividual but p o t e n c y  to another. Green 
and Goldfried (1965) noted that the factors changed fr o m  c o n ­
cept to concept wi t h  wo r d  pairs used for eva l u a t i o n  for one 
concept not i mplying e v a l u a t i o n  for a n o t h e r  concept. Osgood
(1957, chap 5) stated that the most important factor in 
attitude studies is e v a l u a t i o n  since attitudes imply a 
p r e d i s p o s i t i o n  to respond in a certain manner. Several 
authors have sup p o r t e d  this view. Carrol (1959) who 
reviewed O sgood's work, felt that e v a l u a t i o n  was by far 
the most stable and most important factor in attitude 
studies. Studies by Pr o t h e r o  and Ke e h n  (1957), Tannen- 
b a u m  (1956), B r i n t e n  (1961) and Wig g i n s  and F i shbein (1969) 
ha v e  s u p ported the idea that the e v a l u a t i o n  d i mension is 
the most imp o r t a n t  in at t i t u d e  studies.
Osgood (1957, chap l) , i n  his o r iginal study, pub l i s h e d  
the dime n s i o n a l i t y  of these three factors for fifty words. 
Others, most n o t a b l y  Heise (1965), have e x panded this i n ­
fo rmation by p u b l i s h i n g  these profiles of the three factors 
for many words. However, many word pairs that can be used 
w i t h  concepts do not have p u b l i s h e d  i n f o rmation available 
on the d i m e n s i o n a l i t y  of these three factors. Ker l i n g e r  
(1973) and Snider (1962) b o t h  po i n t e d  out that an i n v e s t i ­
gator should select words relevant to the concepts be i n g  
studied in the context of the r e s e a r c h  p r o b l e m  regardless 
of inf o r m a t i o n  av a i l a b l e  on these factors. Carrol (1959) 
in demonstrating that the SD was a technique and not a test, 
felt that the SD had p o s s i b i l i t i e s  for a great variety of 
uses if the above c riteria w e r e  kept in mind.
The i n v e s t i g a t o r  must choose the number of b i p o l a r 
a d j e ctives or scales used w i t h  each concept. Osgood i n i t ­
ially used as many as twenty word pairs, but other investi-
gators have reduced this, Heise (1965) noted that four 
word pairs often worked adequately. The selection of ten 
word pairs for this study was a c o m promise b etween an e x ­
tremely abb r e v i a t e d  list and the lengthy one used o r i g i ­
nally by Osgood. The ten wo r d  pairs used for this study 
were drawn from a wide v a r i e t y  of sources and a p peared r e ­
levant to the concepts under study (Robinson and Shaver,
1969; Osgood, 1957; and Heise, 1965),
O sgood stated that attitudes lend themselves well to 
SD study since attitudes ha v e  d i rection (for or against 
something) and intensity (how much for or against something) 
from a neutral point. In his attitude studies, Osgood (1957, 
chap 5; 1967) used scales or word pairs p r i marily of the 
evaluative type. The me t h o d  meets the major properties 
of a ttitude m e a s u r e m e n t  of direction intensity by providing 
the individual w i t h  a seven point scale,
Osgood (1957, chap 5) reported e x tensive rel i a b i l i t y  
studies of the SD in a wide range of uses. Most of the 
studies were of the test-retest variety. In the area of 
attitudes, .85 r e l i ability coefficients were reported,
Osgood reported that less than 5% of those tested showed 
a shift in intensity on s coring w o r k  pairs of greater than 
two points. Osgood concluded that the rel a t i o n s h i p  of c o n ­
cepts to scales proved to be stable in his studies ,
O sgood (1957, chap 5) felt the SD when used with a t t i ­
tude studies, d e m o n s t r a t e d  r e a sonable face validity, e s p e c i ­
ally on the e v a luative dimension. Os g o o d  also reported on
a t t i t u d e  studies u s i n g  the SD te c h n i q u e  c o m p a r e d  w i t h  the 
X h u r s t o n e  scales. He reported c o r r e l a t i o n  c o e f f i c i e n t s  of 
.90 or be t t e r  w i t h  several of the T h u r s t o n e  scales. This 
was also true of studies with G u t t m a n  type scales. Osgood 
c o n c l u d e d  that the SD can be used as an i n d e x  of a t t i tudes, 
that it was ea s i l y  employed, and that it could be scored  
e a s i l y .
Sn i d e r  (1962) compared a SD c o n s t r u c t e d  from an a t t i ­
tude sc a l e  for stereotypes and the scale f r o m  w h i c h  it was 
c o n s t r u c t e d  and found high lev e l s  of a g r e e m e n t  b e t w e e n  the 
two instruments.
T a n n e n b a u m  (1956) used a v a r i e t y  of SD scales to r e ­
cord changes in attitudes. A p r e l i m i n a r y  p o r t i o n  of the 
study showed the SD to be stable, I n d i c a t i n g  r e l i a b i l i t y  and 
also v a l i d  wh e n  c o m p a r e d  with o t h e r  a t t i t u d e  scales. Brin- 
ton (1961) used SD studies in the c o n s t r u c t i o n  of an attitude 
scale for public opi n i o n  research, again t e s t i f y i n g  to the 
r e l a t i o n s h i p s  b e t w e e n  attitude scales and the S D .
To test the SD instrument u tilized in this study, a 
p r e l i m i n a r y  study was c o n d u c t e d  with forty indi v i d u a l s .
No d i f f i c u l t i e s  w e r e  noted in the p a r t i c i p a n t s '  u n d e r s t a n d ­
ing of the method. As a result of the p r e l i m i n a r y  study, 
only one change was made. The w o r d  pair " d u l l - i n t e l l e c t u a l "  
was c h a n g e d  to " d u l l - i n t e r e s t i n g "  since this i m p r o v e d  clarity 
and a v o i d e d  d u p l i c a t i o n  with a n o t h e r  w o r d  pa i r  ("stupid - 
i n t e l l i g e n t " )  b e i n g  used.
The f o llowing steps were followed in construction 
of the SD instrument for the study:
(1 ) the concepts we r e  the three roles under inves­
tigation .
(2 ) w o r d  pairs w e r e  c o llected from a v ariety of 
sources. Twenty wo r d  pairs relevant to the concepts 
were selected. The final sel e c t i o n  of the ten word pairs 
from this group was ba s e d  on c omments and statements f o u n d  
in the r e v i e w  of the literature, and their relevance to 
the concepts.
(3) The word pa i r s  selected were used w i t h  each c o n ­
cept but the order of the word pa i r s  was m i x e d  for each 
concept a n d  several of the word pairs were reversed for 
the different concepts. This was done to emphasize the 
c onsideration of each w o r d  pair w i t h  the individual con­
cept word and to reduce response set.
Analysis of data
The ques t i o n a i r e  data was a n alyzed in two ways. T h e  
first was an analysis of v a riance for the twe n t y  items to 
detect differences b e t w e e n  the two groups. A g e  was used 
as a c o v ariant and the effects of sex on the responses w a s  
tested for. The se c o n d  method of analysis of the q u e s t i o n a i r e  
was by p e r c e n t a g e  of r e sponse to each q u e s t i o n  along the scale 
from ag r e e  strongly to disagree strongly. This was done for 
each group by sex. This descriptive method of analysis w a s  
done to s h o w  the p e r c e n t a g e  of responses to each point a l o n g
the scale and to h i g hlight the n u m b e r  of n e u t r a l  responses. 
It was felt that this provided additional i n f o r m a t i o n  -,in 
int e r p r e t i n g  the results.
The SD was also analyzed in two ways. The first 
of these was an analysis of v a r i a n c e  of the individual  
mean scores for each concept. M e a n  scores w e r e  derived 
for each i n d ividual by totaling the scores of the word 
pairs for each concept and then calculating a me a n  score 
for each concept word. Age was used as a c o v arient and 
the effects of sex w e r e  tested for. The second method 
was a b r e a k d o w n  of the means for each word p a i r  for each 
concept. Since the same word pairs were used for each 
concept this a llowed for com p a r i s i o n s  of means of the word 
pairs for each concept. Means for each group we r e  obtained  
this w a y  as well as means for each sex within the groups. 
These means w e r e  then p lotted to obtain a p r o f i l e  of the 
word pairs for each concept for the two groups to permit 
direct visual comparisions.
CHAPTER III
Results
The r esponse of the participants
The res p o n s e  rate of the p a r t i c i p a n t s  was 200 re­
turned q u e s t i o n a i r e s  of the 300 sent. Three of the r e ­
turned q u e s t l o n a i r e s  could not be used due to inadequate 
or m i s s i n g  data. Eight q u e s t ionaires were ret u r n e d  by 
the post office due to lack of a f o r w arding a ddress of 
these individuals. The overall response rate was nearly 
67%. The f aculty group r e turned 106 of 150 q u e s t i o n a i r e s  
or 70.6% and the c l i nician group returned 91 of 150 or 
60.6% of the questionaires.
C h a r a c t e r i s t i c s  of the participants
The me a n  age of the clinicians was 33.6 ye a r s  (see 
table 1). Male clinicians were s l i g h t l y  older (35.5 years 
mean age) than female clinicians (31.7 years m e a n  age).
Fa c u l t y  m embers had a mean age of 41.4 years w i t h  very little 
d if f e r e n c e  in the mean age for males and females.
The e d u c a t i o n a l  attainments of the c l i n i c i a n  group can 
be seen in table 2. The highest de g r e e  held in physical 
therapy was the b a c helors for 46 individuals, a post b a c helors
TABLE 1
Age Distribution By Group a n d  By Sex
Clinicians
No. Of 
R espondents Mean A g e S.D. Group Meai
Males 36 35 .5 9.8
33.6
Females 11 31.7 10.4
Total 91
Faculty
Males 35 41.5 8.9
41.4
Females 71 41.3 10.8
Total 106
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TABLE 2
Analysis of Educational Levels of Clinicians
a. Highest Degree Held in Physical Therapy
Bachelors----------------------------------- 46
Certificates--------------------------------38
Masters-------------------------------------- 7
Total--------------------------------------- 91
b. Masters Degrees - Major Field
Physical Therapy--------------------------- 7
Education------------------------------------2
Public Health Administration-------------- 2
Physical Education------------------------- 1
Rehabilitation Counseling---------------- - l
Total--------------------------------------- 13
c. Degrees in Progress - Masters
Neurophysiology-----------------------------1
Anatomy-------------------------------------- 1
Health Care Administration--------------- - 1
Total---------------------------------------- 3
d. Total % with Advanced Degrees---------------------- 14.2%
Total % with Doctoral Degrees-----------------------------------o%
Total with Advanced Degrees or degrees in
______________ progress-------------------------------------17.52!
ce r t i f i c a t e  for 38 individuals an d  a mas t e r s  degree for 
7 p a r t i c i p a n t s  in the study. A total of thirteen i n d i ­
viduals or 14% held a m a s t e r s  degree. Th i s  included the 
seven t h e r a p i s t s  with m a s t e r s  degrees in physical therapy 
plus 6 other degrees at the m asters level in various 
fields. Three ind i v i d u a l s  r eported mas t e r s  degree w o r k  
in p r o g r e s s  m a k i n g  the total percentage of  clinical ther­
apists w i t h  ad v a n c e d  d egrees o btained or in progress 17.5%.
T h e  faculty groups e d u c a t i o n a l  preparation ca n  be 
seen i n  table 3. Bac h e l o r s  degrees were the highest de­
grees o b t a i n e d  by 28 of the therapists, 24 certificates 
and 55 masters degrees we r e  o b tained as the highest .dejgr.ee 
in p h y s i c a l  therapy.
I n  the a r e a  of a d v a n c e d  degrees the faculty group had 
a to t a l  of 81 masters degrees including the fifty-five in 
p h y s i c a l  therapy. E d u c a t i o n  was the 2nd most c o m m o n  area 
for the m a s t e r s  level w o r k  with 12 individuals h a v i n g  their 
degree i n  this area. Sixteen therapists reported h o l d i n g  a 
d o c t o r a t e  w i t h  a degree in education acc o u n t i n g  f o r  6 of 
these degrees, the rest being spread o v e r  several areas. 
Degrees In progress w e r e  reported by f i v e  masters can d i d a t e s  
and 6 d o c t o r a l  candidates. The total n u m b e r  of i n d i v i d u a l s  
with a d v a n c e d  degrees was 87 for 82% of the faculty group.
If d e g r e e s  in p r ogress are added the t o t a l  is i n c r e a s e d  to 
92 fa c u l t y  and 86.7% of the total. The number o f  faculty 
with a d o c t o r a t e  e q u a l e d  15% of the f a c u l t y  group and adding
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TABLE 3
______________ Analysis of Educational Level - Faculty_____
a. Highest degree held in Physical Therapy
Bachelors----------------------------- 27
Certificates--------------------------24
Masters------------------------------- 55
Total-------------------------------- 106
b. Masters Degrees - Major Field
Physical Therapy— -------------------55
Education 12 j
Physical Education-----------------  6
Anatomy------------------------------  2
Other (Anthropology, Biology,
Health.Sciences, etc.)---------- ;_6
Total--------------------------------- 81
c. Doctorates - Ph. D./Ed. D.
Education---------------------------- 6
Neurosciences---------------------- —  2
Anatomy  -------------------------  2
Physical Education-----------------  3
Medical Sociology-------------------  1
Pathology----------   1
Public Health---------------------- —__1
Total------------------------------ 16
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TABLE 3
Continued
d. Degrees in Progress
Masters: Doctorates:
Physical Education----—  2 Education------- —  A
__Oliciucation—— — ———— — — rjpiQeoiioiogy""-““ 1
Total----- - ------------—  5 Anatomy--------- —  1
Total---------- -—  6
e. Total % with advanced degrees-— - 82%
Total % with Doctorates---------- - 15%
Total % with advanced degrees or degrees in progress— - 86.7%
those in progress I n c r e a s e d  this total to 2 0 % of the 
group .
The faculty ranks of the f a c u l t y  group and the o c c u ­
p a t i o n a l  status of the c l i n i c i a n  group can be seen in 
table 4. The b r e a k d o w n  of f a c u l t y  ranks is I n c omplete 
since the m a j o r i t y  of d e p a r t m e n t  c h a i r m a n / d i r e c t o r s  of 
p r o g r a m s  failed to list f a c u l t y  rank along with their 
title. The five faculty m e m b e r s  in the "other" c a t e g o r y  
r e p r e s e n t  the f aculty p e r s o n  c h a r g e d  wi t h  the r e s p o n s i b i ­
lity of coordination of the c l i n i c a l  p o r t i o n  of the s t u ­
dents education. These i n d i v i d u a l s  also ha v e  faculty 
ranks in most ins t a n c e s  b u t  failed to list this rank 
a l o n g  with t h e i r  title.
The o c c u p a t i o n a l  s t a t u s  of the cl i n i c i a n  group r e ­
v e a l e d  that 28 the r a p i s t s  or 30.7% were department h e a d s  
wi t h  some a d m i n i s t r a t i v e  as w e l l  as c l inical duties. Fo r t y -  
one percent of the p a r t i c i p a n t s  w e r e  staff therapists h a v ­
ing primarily c l i n i c a l l y  r e l a t e d  duties. Eight i n d i v i d u a l s  
r e p o r t e d  they w e r e  in p r i v a t e  p r a c t i c e  exclusively. Six 
individuals r e p o r t e d  they w e r e  no longer employed as p h y s ­
ical therapists. Three of these i n d i viduals had r e t i r e d  
r e c e n t l y  to r a i s e  yo u n g  c h i l d r e n ,  one reported work as an 
e l e m e n t a r y  s c h o o l  tea c h e r  and two ind i v i d u a l s  had r e t u r n e d  
to sch o o l  for full time g r a d u a t e  study. Seven m e m b e r s  of 
the clinician group r e p o r t e d  duties in the clinical s e t t i n g  
as b e i n g  full time in a d m i n i s t r a t i o n ,  c l inical t e a c h i n g ,  r e ­
s e a r c h  or a t h l e t i c  t r a i n i n g  and teaching.
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TABLE 4
Major Occupational Titles of Groups
Faculty
25 Department heads (Director/Chairperson - ranks not reported) 23.5%
4 Professors (2 Chairpersons) 3.7%
14 Associate Professors (2 Chairpersons) 13.2%
35 Assistant Professors (1 Chairperson) 33 %
23 Instructors 21.6%
 5 Other (Clinical Coordinators, Lecturer or unknown)! 4.7%
106 Total
Clinicians
Chief/Director------------------------ 28----------------- -------------30. 7%
Assistant Chief------------------------- 4-----  4.3%
Staff/Senior Staff--------------------38—----------------------------- 41.7%
Private Practice------------------------ 8-----  8.7%
Administrator-------------------------- — 2----------------------------- ”2.1%
Trainer---------------------------------- 1--------------------------- ’---1 ^
Clinical Research----------------------- 1-------------------------------1 %
Clinical Education--------------- ■------3------------------------------- 3.2%
Not employed as physical therapist 6------------------------------- 6.5%
(previously clinical jobs) ___ _
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The first job of all res p o n d e n t s  in the field of 
p h ysical therapy was in an area Inv o l v i n g  clinical w o r k  
usually a hospital, clinic or n u r s i n g  home setting. Many 
reported clinical teaching as part of their first job.
Results of q u e s t i o n a i r e  p o r t i o n  of data c o l lection
Table 5 shows the means and standard deviations for 
each of the 20 questions for the cli n i c i a n  and faculty 
groups. Means are r e ported for males and females of 
both groups. The data was analyzed by an analysis of 
var i a n c e  design using age of the p a r t i c i p a n t s  as a co- 
variant. The analysis was carried out for differences 
b e t w e e n  groups and also tested for differences b e t w e e n 
sexes. Table 6 shows the F values and s i g n i f i c a n c e  levels 
for the differences b e t w e e n  the two groups and also for 
the d i f f e r e n c e  based on sex. Five questions revealed 
differences that w e r e  significant at the .001 level b e t ­
we e n  the two groups. Differences of s i g n i ficance based 
on group w e r e  found on questions 11, 12 and 13 which were 
r elated to research. These differences w e r e  p r i m a r i l y 
based on int e n s i t y  of the attitude expressed w i t h  the f a c ­
ulty group b e i n g  mo r e  intense in their feelings about r e ­
search. Q u estions 17 and 19 were about the tea c h i n g  role 
and r e f l e c t e d  a d i f f e r e n c e  in attitudes by the c l inician 
about the faculty position.
Q u estions 7 and 20 in which significant d i f f erences 
based on sex were found we r e  also related to the teaching 
role. The m a l e  clinicians r e sponse to que s t i o n  7 was strong
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TABLE 6
Analysis of Variance Questionnaire Results
Sex Group
Questlor
Number
F Mean
Square
P
Less Thar
F Mean
Square
P
Less Than
1 . 0.626 0.487 0.430 0.352 0.275 0.553
2 . 0.120 0.140 0.729 1.637 1.903 0.202
3. 0.107 0.072 0.744 1.373 0.933 0.243
4. 2.649 0.917 0.105 0.183 0.063 0.669
5. 2.780 4.166 0.097 0.633 0.949 0.427
6 . 2.476 2.602 0.117 2.935 3.084 0.088
7. 4.392 1.950 0.037 1.691 0.751 0.195
8 . 0.672 0.683:: 0.413 0.559 0.568 0.455
9. 0.362 0.152 0.548 2.385 1.003 0.124
10. 0.737 0.313 0.392 0.409 0.173 0.523
11. 0.172 0.081 0.679 16.169 7.584 0.001
12. 0.024 0.030 0.877 15.016 18.829 0.001
13. 1.269 0.866 0.261 14.076 9.601 0.001
14. 0.814 0.715 0.368 1.844 1.619 0.176
15. 0.679 0.525 0.411 3.019 2.333 0.084
16. 0.272 0.196 0.692 0.619 0.445 0.432
17. 0.894 0.765 0.346 3.904 3.341 0.050
18. 0.021 0.026 0.886 0.024 0.030 0.877
19. 0.088 0.090 0.767 33.651 34.214 0.001
20. 3.825 1.345 0.052 2.971 1.045 0.086
d isagreement and faculty females response to question 
20 was strong agreement.
The q u e s t i o n a i r e  results (Table 7) was also analyzed 
by group and by sex for the p e r c e n t a g e  of those responding 
to each scale item from agree strongly to disagree strongly. 
Table 7 reports the que s t i o n  from the q u e s t i o n a i r e  followed 
by the p e r c e n t a g e  of respondents to the scale item. This 
analysis supplements the sta t i s t i c a l  analysis by showing 
in more direct fashion the area of diff e r e n c e s  between the 
groups and the per c e n t a g e  of neutrals or no op i n i o n  r e s p o n ­
dents. Neutral response rates were con s i d e r e d  to be high 
if 25% of one group or sex we r e  n e u t r a l  on a question.
Eight questions in the que s t i o n a i r e  met this criteria.
Que s t i o n s  1, 4, 5, 10, 14, 15 and 17 were related to 
clinical p r actice (see Table 7). Q u e s t i o n  1, stating that 
clinical pra c t i c e  was the basic p u r p o s e  of phy s i c a l  therapy 
was agreed upon by bo t h  groups with the faculty holding 
this o pinion more forcibly than the clinicians. Question 4 
on role exp a n s i o n  in the clinical area was also agreed on 
by both groups wi t h  females, both c l i n icians and faculty, 
h olding this opinion the most strongly. Q u e s t i o n  5 r e g a r d ­
ing graduate study and clinical competence showed that the 
males - both clinicians and faculty had a h i g h e r  p e r centage 
of agreement with the statement (over 50%) wh i l e  females 
from bo t h  groups dis a g r e e d  by over 40% wi t h  14 to 16% being  
n e u t r a l .
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TABLE 7
Percentage Responses by Croup and by Sex to Questionnaire 
Agree Disagree
Strongly Agree Neutral Disagree Strongly
1. Clinical practice (direct patient care) should be the basic 
purpose In the field of physical therapy.
-H 33 56 B 0 3
®F 29 58 4 9 0
_H 48 46 0 3 3
*F 45 42 3 9 1
2. Clinical research Is so important that every clinician should be 
performing at least some clinical research.
3 42 25 28 3
F 5 35 27 29 4
11 37 17 26 9
F 14 38 15 ’ 30 • 3
3. The most Important aspect of graduate study Is the preparation for 
becoming a faculty member.
H 3 8 B 44 33
F 2 5 13 60 20
_H 0 3 14 66 17
*F 0 4 6 62 25
4. Clinical competence and expansion of the physical therapist role In 
patient core should be a major concern for all clinicians.
-M 61 36 3 0 0
F 74 22 2 2 0
rH 60 34 3 3 0
P 72 25 3 0 0
5. Further graduate study is essential for Increasing clinical competence. 
-M 14 42 11 25 8
tF 13 27 16 36 7
-Si 14 43 8 34 0
F 18 20 14 3B 10
6. All faculty members should be actively engaged in research.
H 0 39 30 25 5
F 2 25 31 42 0
_H 14 43 8 26 B
F 4 39 ■ 20 29 7
7. Leadership in the professional organization should be held by faculty 
members rather than clinicians.
H O  0 3 42 55
0 0 5 53 42C_
-M 0 0 6 46 4a
F 0 1 10 53 34
8. Faculty should devote their major efforts to teaching rather than
spreading their interest aver research and clinical activities as well. 
0 19 14 53 14
F 21 - 18 16 54 9
-M 3 14 6 60 17
F 4 17 17 44 17
c:
9. Teaching shills arc not important for the physical therapist in Che 
clinical setting.
c"F
F*
F
10.
<?
0 0 3 42 55
2 0 4 40 54
0 0 3 46 •51
0 1 0 28 70
Clinical activities and patient care are not important foi
members to engage in.
0 0 5 50 44
0 2 5 •47 45
0 6 •6 51 37
0 0 4 55 41
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TABLE 7 
(continued)
Agree Disagree
Strongly Agree tlcutral Disagree Strongly
11. Host rcnonrch related to physical therapy should be carried out by 
those In other Hold, eg, medicine, basic scientist rather than 
therapists.
H 0 3 5 55 36
CF 2 0 5 63 27
yH 0 0 3 23 74
F 0 1 3 51 45
12. Therapists do not engage In research because tbelr education does 
not prepare then for this function.
„H 5 36 17 28 14
F 5 29 16 40 9
Jf 11 46 14 23 3
P 14 42 17 22 3
13. Faculty teaching loads and other duties should not prevent then from 
devoting their tine to researbh activities^.
M 5 61 22 11 14
F 5 60 31 -4 0
pH 20 66 11 3 0
F 27 58 8 7 0
14. It la essential for faculty nembers to maintain a clinical contact 
and be actively Involved <fi:h patient care.
.H 39 47 5 5 3
'‘F 38 40 16 5 0
pH 43 40 6 11 0
F 29 38 22 10 0
15. It is essential that faculty members serve as consultants to clini­
cal departments.
H 6 36 28 28 0
'T 7 25 ' 44 22 2
-H 3 26 48 23 0
F 1 29 37 31 1
16. Faculty members should put In more hours per ueelt than the clinical 
physical therapist.
.M 03 3 42 42 13
0.; 47 44 45 4
_H 0 14 31 43 11
*> 1 15 25 42 15
17. Faculty nembers should experience pressures from the clinician to pre­
pare students differently than they are presently being prepared for 
clinical practice.
,M 14 44 30 11 0
F 5 40 40 IS 0
H 6 40 28 23 .3
fF 7 39 28 21 4
18.. Faculty cambers must be nore up-to-date an new developments in the 
field than clinicians.
-H 0 47 17 30 5
F 4 3 20 38 S
pH  11 31 11 40 6
F 7 39 15 28 10
19. Faculty combers of departments of physical therapy are likely to be 
held In high esteem ns other departments on cncpus.
4
4
20.
Cy
$
C-
c.
8 44 30 30 14 3
2 49 24 22 4
6 20 26 34 14
3 27 14 44 13
itching Is a highly important function of the clinical therapist.
47 47 - 3 3 0
34 65 0 0 0
37 ■ 51 11 0 0
66 29 4 0 0
Questions 10 and 14 b o t h  related to faculty i n v o l v e ­
ment in clinical a c t i v i t i e s . Responses of disagreement 
to question 10 w e r e  very u n i f o r m  w h i l e  responses to q u e s ­
tion 14 showed faculty f emales not ag r e e i n g  as strongly as 
the other groups and h a v i n g  23% w i t h  n eutral responses.
The statement (question 15) that faculty should serve as 
consultants to clinical d e p a r t m e n t s  showed male clinicians 
most in favor of this w i t h  the other categories being split 
close to evenly in a g r e e m e n t - d i s a g r e e m e n t . N eutrals on this 
question were v e r y  high, f r o m  28% (male clinicians) to 48%
(male f a c u l t y ) . Question 17 asked about p r e ssures from 
clinicians on f a c u l t y  about student p r e p a r a t i o n  for c l i n i ­
cal practice; ov e r  40% in each cat e g o r y  agreed, wh i l e  n e u ­
tral responses r a n  from 28 to 40%.
The t e aching role was explored by questions 3, 7, 8 ,
9, 16, 18, 19 a n d  20. Some of these questions w e r e  about 
teaching as a fun c t i o n  and others w e r e  about the role of 
teacher (faculty member). Q u estion 3 related faculty m e m b e r ­
ship to graduate study and drew d i s a g r e e m e n t  from both groups. 
More male c l i n i c i a n s  d i s a g r e e d  str o n g l y  than the others but 
disagreement wa s  over 75% in all categories. The seventh 
que s t i o n  asked about lea d e r s h i p  in the p r o f e s s i o n a l  o r g a n i z a ­
tion, and there w a s  strong disagreement by both groups that 
this leadership should be by faculty. Male clinicians e x ­
p r e s s e d  this d i s a g r e e m e n t  the most strongly and female faculty 
the least strongly. Q u e s t i o n  8 p r o p o s e d  that the faculty devote
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Its m a j o r  i n t e r e s t s  to t e a c h i n g  rather than s p r e a d i n g  
in t e r e s t s  into r e s e a r c h  and c l inical a c t i vities. This 
was d i s a g r e e d  w i t h  by both groups w i t h  faculty males 
d i s a g r e e i n g  the most s t r o n g l y  and female c l i n i c i a n s  the 
least strongly. Q u e s t i o n s  9 and 20 w e r e  very s i m i l i a r  
and were c o n c e r n e d  w i t h  t e a c h i n g  skills and t e a c h i n g  
functions of the clinician. All c a t e g o r i e s  felt this 
was an i m p o r t a n t  area for the c l i n i c i a n  r e g i s t e r i n g  
st r o n g  d i s a g r e e m e n t  to q u e s t i o n  9 and st r o n g  a g r e e m e n t  
to q u e s t i o n  20. Fem a l e  f a c u l t y  held the s t r o n g e s t  o p i n ­
ions on these q u e s t i o n s  c o m p a r e d  to the others.
Q u e s t i o n  16 p r o p o s e d  that fa c u l t y  should put in more  
hours w o r k i n g  per w e e k  than c l i n i c i a n s  and found 42% n e u ­
tral r e s p o n s e s  in the c l i n i c i a n  group and 28% n e u t r a l  r e ­
spo n s e s  am o n g  f a c u l t y  w i t h  29 to 57% d i s a g r e e m e n t  fr o m  
all categories. Q u e s t i o n  18 p r o p o s e d  that faculty should 
be m o r e  up to date in n e w  d e v e l o p m e n t s  than clinicians.
The r e s p o n s e  was a n e a r l y  eq u a l  d i v i s i o n  b e t w e e n  agr e e m e n t  
and d i s a g r e e m e n t  ex c e p t  for female c l i n i c i a n s  who had a 
h i g h e r  p e r c e n t a g e  of d i s a g r e e m e n t  than agreement. Q u e s t i o n  
19 about faculty e s t e e m  r e v e a l e d  an I n t e r e s t i n g  d i f f e r e n c e  
b e t w e e n  the groups, c l i n i c i a n s  tended to see the f aculty as 
h a v i n g  e s t e e m  as h i g h  as ot h e r  f aculty (with 27% r e m a i n i n g  
n e utral) w h i l e  the f aculty felt its e s t e e m  was not as h i g h  
as oth e r s  on campus (52%). F aculty females ho l d  this o p i n i o n
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more s t r o n g l y  than m a l e  faculty - 56% c o m p a r e d  to 48% 
e x p r e s s i n g  disa g r e e m e n t .
The que s t i o n s  r e l a t e d  to r e s e a r c h  we r e  2, 6 , 11, 12 
and 13. Q u e s t i o n  2 s t a t e d  thai clinical r e s e a r c h  was so 
i m p o r t a n t  every c l i n i c i a n  sho u l d  be p e r f o r m i n g  some r e ­
search and found tnat 26% were neutral, 45% of male c l i n i ­
cians and 40% of f e m a l e  c l i nicians e x p r e s s e d  agreement.
Tne f aculty had a s l i g h t l y  h i g h e r  (48%) l e v e l  of a g r e e ­
ment and fewer n e u t r a l s .  Q u e s t i o n  6 asked e s s e n t i a l l y  
the same q u e s t i o n  of faculty p r o p o s i n g  r e s e a r c h  for all 
faculty members. The clinician group a g a i n  showed a 
h i g h e r  p r o p o r t i o n  or neu t r a l  r e s p o n s e s  (31%0 wi t h  ma l e 
c l i n i c i a n s  a g reeing at. the rate or 39% and female c l i n i ­
cians d i s a g r e e i n g  in 42% of cases. Q u e s t i o n  ll r e l a t i n g  
to other than p h y s i c a l  t h e r apists carrying out r e s e a r c h  
in p h y s i c a l  therapy e l i c i t e d  d i s a g r e e m e n t  fr o m  both groups 
w h i c h  was e x pressed m o r e  s t r o n g l y  by f a c u l t y  and most 
s t r o n g l y  b y  male f a c u l t y  (74% disagree str o n g l y ) .  Q u e s t i o n  
12 p r o p o s e d  that t h e r a p i s t s  do not engage in r e s e a r c n  b e ­
cause th e i r  e d u c a t i o n  aoes not prepare t h e m  for this f u n c ­
tion. This found h i g h e r  levels of agr e e m e n t  among f aculty 
(57%) t h a n  among clinicians. T h e  c l i n i c i a n  group found 
49% of f e m a l e  m e m b e r s  d i s a g r e e i n g  while 41% of males agreed 
ana 42% disagreed.
Q u e s t i o n  13 e s s e n t i a l l y  a b o u t  faculty ha v i n g  time for 
r e s e a r c h  sn o w e d  85% or the f a c u l t y  s u p p o r t e d  this w h i l e  6 6 %
of the c l i n i c i a n s  s u p p o r t e d  this with 26% being n e utral.
The q u e s t i o n a i r e  portion of the data supported t h e  
main h y p o t h e s i s  of d i f f e r e n c e s  between t h e  experimental 
groups on attitudes a n d  opinions regarding the p r o f e s s i o n a l  
roles of c l i n i c a l  p r a c t i c e ,  teaching and research. A  
complete d i s c u s s i o n  of the hypothesis and the subhypothesis 
is p r e s e n t e d  after the p r e s e n t a t i o n  of t h e  results of the 
semantic d i f f e r e n t i a l  portion o f  the data.
Semantic d i f f e r e n t i a l  results
The SD was scored by ass i g n i n g  a n u m b e r  from 1 to 7 
to the s c a l e s  with 1 b e i n g  the least f a vorable r e s p o n s e  
and seven the most fav o r a b l e  response on the scale f o r  the 
word pairs .
The mea n s ,  s t a n d a r d  deviations and analysis of v a r i ­
ance r e s u l t s  are d i s p l a y e d  in tables 8 a n d  9. The m e a n s  
for the g r o u p s  and for sex w e r e  derived f r o m  individual 
means o b t a i n e d  by t o t a l i n g  the scores of the ten w o r d  pairs 
for each con c e p t  word and d ividing this b y  10 to o b t a i n  a 
single s c o r e  for each concept w o r d  for e a c h  individual. Age 
was used as a covariant in the analysis o f  variance a n d  the 
influence of the f a c t o r  of sex was tested for. ^o s i g n i f i ­
cant d i f f e r e n c e s  of t h e  means w e r e  found on the b a s i s  of 
sex at the .05 level. Significant differences b e t w e e n  the 
groups w e r e  found for the c o n c e p t  words "clinical p r a c t i c e "  
and " t e a c h i n g "  at the .05 level while no differences w e r e  
found for the concept word research.
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The c l inician group had the highest means for 
the concept word c linical p r a c t i c e  with a slightly 
lower mean for teaching. The clinician groups lowest 
mean was for the concept word research. The faculty 
group had its highest mean for the concept word t e a c h ­
ing with clinical p r a c t i c e  in second p l a c e  and re s e a r c h  
having the lowest mean.
The SD was also analysed by calculating the means 
and s t andard deviations for each word pa i r  for each c o n ­
cept word for both groups. Tables 10, 11 and 12 show the 
means for males and females for each group and the overall 
group means for the w o r d  pairs for the three concept words. 
The data f r o m  these tables was used to construct a pr o f i l e  
for each concept w o r d  by plo t t i n g  on a graph the p o s i t i o n  
of the means for each word pair for the concept words.
These p rofiles were p lotted con t r a s t i n g  the males and fe­
males responses for each group for the concept words (Fig­
ures 1 to 6) and c o n s t r a s t i n g  the group means against each 
other (Figures 6 to 9).
The SD profiles for clinical practice (Figures 1, 2 
and 7) all follow a similiar p a t t e r n  of a shift to the 
left for the word pa i r s  superior-inferior, l e a d e r - f o l l o w e r  
and indepe n d e n t - d e p e n d e n t .  This shift is most noted on 
the p rofile of faculty males. The shift is all p r ofiles 
is most n o t a b l e  for the word pa i r  indepe n d e n t - d e p e n d e n t .
The highest values for word pairs was ass i g n e d  to the words
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TABLE 10
Means for SD Word Pairs
Clinical Practice
Clinician. Faculty
Word
Pairs Male Female Group Male Female Group
1. Stupid 
Intelligent 6.472 6.345 6.396 5.914 6.310 6.179
2. Worthless 
Valuable 6.667 6.782 6.736 6.771 6.854 6.830
3. Rigid
Flexible 5.722 5.582 5.637 5.829 5.648 5.708
4. Dull
Interesting 6.083 6.400 6.275 6.200 6.310 6.274
5. Inferior 
Superior 5.694 5.455 5.549 5.229 5.324 5.292
6. Follower 
Leader 5.194 5.291 5.253 4.686 5.127 4.981
7. Dependent 
Independent 5.083 5.382 5.264 4.400 5.099 4.868
8. Unimportan 
Inmortant
t
6.778 6.709 6.736 6.486 6.761 6.670
9. Competitiv 
CooDerativ
a
e5.472 5.582 5.538 5.657 6.042 5.915
10. Disorganiz 
Systematic
ad
6/167 5.600 5.824 5.714 5.465 5.547
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TABLE 11
Means for SD Word Pairs
Teaching
Clinician Faculty
Word
Pairs Male Female Group Male Female Group
1. Stupid
Intelligent 6.611 6.527 6.560 6.171 6.451 6.358
2. Worthless 
Valuable 6.694 6.745 6.725 6.743 6.732 6.736
3. Rigid 
Flexible 5.500 5.527 5.516 6.086 5.767 51868
4. Dull
Interesting 5.861 6.327 6.43 6.486 6.296 6.358
5. Inferior 
Superior 5.667 5.545 5.593 5.943 5.690 5.774
6 . Follower 
Leader 5.889 5.982 5.945 6.114 6.119 6.151
7. Dependent 
Independent 4.944 4.745 4.824 5.657 5.775 5.736
8. Unimportant 
Important 6.278 6.836 6.615 6.714 6.775 6.755
9. Competitive 
Cooperative 5.139 4.964 5.033 5.229 5.690 5.538
10. Disorganized 
Systematic 6.222 5.982 6.077 6.200 6.155 6.170
TABLE 12
Means for SD Word Pairs
Research
Clinician Faculty
Word
Pairs Male Female Group Male Female Group
1. Stupid
Intelligent 6.000 6.309 6.187 6.400 6.268 6.311
2. Worthless 
Valuable 5.944 6.509 6.286 6.743 6.366 6.491
3. Rigid 
Flexible 4.722 4.655 4.681 5.171 4.380 4.642
4. Dull
Interesting 5.583 5.491 5.527 5.714 5.620 5.651
5. Inferior 
Superior 5.361 5.255 5.297 5.286 5.211 5.236
6. Follower 
Leader 5.806 5.545 5.648 5.743 5.662 5.689
7. Dependent 
Independent 5.389 5.382 5.385 5.629 5.761 5.717
8. Unimportant 
Important 6.250 6.582 6.451 6.486 6.423 6.443
9. Competitive 
Cooperative 4.889 4.836 4.857 4.829 4.493 4.604
10. Disorganized 
1 Systematic 6.167 6.145 6.154 5.914 6.099 6.038
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v a l u a b l e - w o r t h l e s s  and i m p o r t a n t - u n i m p o r t a n t  by both 
groups. Word pairs w i t h  means of 6 or a b o v e  showed 
ag r e e m e n t  be t w e e n  both groups. These w o r d  pairs w e r e  
intelligent-stupid, v a l u a ble-worthless, interesting- 
dull and i m p o r t a n t - u n i m p o r t a n t .
The profiles for the c o n c e p t  word teaching ( F i g ­
ures 3, A & 8) show the cli n i c i a n s  group overall w i t h  
lower means and a shift to l e f t  on the w o r d  pairs i n ­
d e p e n d e n t - d e p e n d e n t  an d  cooperative-competitive. The 
pr ofiles for males and females is very similiar for 
the faculty group and g e n e r a l l y  similiar for the c l i n i ­
c i a n  group. The clinician g r o u p  differed most in the 
w o r d  pair i n t e r e s t i n g — dull w i t h  the f e m a l e s  showing a 
h i g h e r  mean. The w o r d  pairs w i t h  means of 6 or a b o v e  
w e r e  intellige n t - s t u p i d ,  v a l u a b l e - w o r t h l e s s ,  i n t e r e s t i n g -
dull, i m p o r t a n t - u n i m p o r t a n t  a n d  flexible-systematic. 
w o r d  pair l e a d e r - f o l l o w e r  h a d  a mean of over 6 for t h e  
faculty group and j u s t  under 6 for the clinician g r o u p  • 
The profiles for the concept w o r d  r e s e a r c h  (Figures 5,
6 & 9) showed the m o s t  c o n s istency from group to g r o u p  
and also by sex with very l i t t l e  differences. The m e a n  
for the word pair f l e x i b l e - r i g i d  showed a shift to t h e  
left for faculty females c o m p a r e d  to m a l e s  but the p r o ­
files otherwise were very similiar. Th e  profiles f o r  r e ­
search in general w e r e  s h i f t e d  to the le f t  compared to 
the profiles for clinical pra c t i c e  and research. W o r d
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pairs w i t h  means of 6 or greater were intellige n t - s t u p i d ,  
valuable-worthless, i m p o r t a n t - u n i m p o r t a n t ,  systematic- 
d isorganized .
CHAPTER IV
D i s c ussions and Conclusions
The hyp o t h e s i s  stated: there are differences in
attitudes and opinions held by clinicians and faculty 
m embers r e garding the Imp o r t a n c e  of the professional 
roles of teaching, clinical p r a c t i c e  and research in the 
field of phy s i c a l  therapy.
The results of the que s t i o n a i r e  and SD both support 
the h y p o t h e s i s  and d e m o n s t r a t e d  that these differences in 
attitudes and opinions do exist.
The first s u b h y pothesis stated: faculty members
will have positive attitudes and opinions r e g arding the 
i m p ortance of the role of t e aching and ne u t r a l  or n e g a ­
tive opinions r e garding the Importance of clinical p r a c ­
tice and research.
The results support the subhypothesis. The q u e s ­
tionaire and SD support the s t a tement that faculty have 
pos i t i v e  attitudes and opinions regarding the role of 
teaching. The faculty also had p o sitive attitudes about 
the roles of clinical p r a c t i c e  and r esearch but these 
attitudes w e r e  less strongly p o sitive than the attitudes 
related to teaching. R e s e a r c h  was found to have the least 
positive attitudes ass o c i a t e d  with it, The subhypothesis
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stated the d i r e c t i o n  of the at t i t u d e s  c o r r e c t l y  but 
not the intensity.
The se c o n d  s u b h y p o t h e s i s  stated: c l i n i c i a n s  will
have p o s i t i v e  a t t i t u d e s  and o p i n i o n s  r e g a r d i n g  the im­
p o r t a n c e  of the role of c l i n i c a l  p r a c t i c e  and n eutral 
or n e g a t i v e  o p i n i o n s  r e g a r d i n g  the i m p o r t a n c e  of te a c h ­
ing and research.
This s u b h y p o t h e s i s  was also accepted. The r anking 
of c l i n i c a l  p r a c t i c e  as the most imp o r t a n t  area to the 
c l i n i c i a n  was correct. The at t i t u d e s  t o w a r d  the t e a c h ­
ing role and r e s e a r c h  role w e r e  also p o s i t i v e  but less 
s t r o n g l y  so. The a t t i t u d e s  exp r e s s e d  t o w a r d  r e s e a r c h  
we r e  the least positive. The s u b h y p o t h e s i s  was correct 
in d i r e c t i o n  but not in i n t e n s i t y  of p r e d i c t i o n  of a t t i ­
tudes of the c l i n i c i a n  for the roles of c l i n i c a l  practice, 
t e a c h i n g  and research.
The q u e s t i o n a i r e  was p r e t e s t e d  and r e v i s e d  on the basis 
of the pretest. Fur t h e r  trials w i t h  the q u e s t i o n a i r e  might 
have r e s u l t e d  in further r e v i s i o n  and r e f i n e m e n t  to reduce 
the n u m b e r  of n e u t r a l  r e s p o n s e s  and inc r e a s e  the c hances for 
a r e s p o n s e  i n d i c a t i n g  an e x p r e s s i o n  of an o p i n i o n  for or 
ag a i n s t  the question.
Us i n g  b o t h  the q u e s t i o n a i r e  and SD at the same time 
might p o s s i b l y  have re d u c e d  the rate of r e t u r n  since it made 
the a p p e a r a n c e  of the total "package" seem long w h i c h  ma y  
have d i s c o u r a g e d  some i n d i v i d u a l s  from m a k i n g  the effort
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to fill It ou t  while t h e y  might h a v e  filled o u t  a 
sho r t e r  instrument.
Future r e s e a r c h  i n t o  the area o f  the p h y s i c a l  
therapists a t t i t u d e s  a n d  opinions a b o u t  p r o f e s s i o n a l  
roles could b e  done u s i n g  a similiar format as u s e d  
in this study- ft w o u l d  be i n t e r e s t i n g  to use a n  
i n t e r v i e w  s c h e d u l e  b a s e d  on the ques t i o n a i r e  a n d  com­
pare the r e s u l t s  of this technique w h i c h  is d i r e c t  
and personal w i t h  the i n d i r e c t  and impersonal m e t h o d s  
of the questionaire. It would be i n t e r e s t i n g  t o  ex­
pl o r e  other p o s s i b l e  r o l e s  using t h e  semantic d i f f er- 
en t i a l  t e c h n i q u e  e s p e c i a l l y  such r o l e s  as a d m i n i s t r a t o r ,  
consultant a n d  clinical educator u s i n g  the s a m e  ten 
w o r d  pairs. A n o t h e r  a v e n u e  for f u t u r e  research would 
be to compare other a l l i e d  health p r o f e s s i o n s  t o  phys­
ic a l  therapy using a s i m i l i a r  format- A s i m i l i a r  ques- 
t ionare co u l d  b e  p a r a p h r a s e d  for u s e  with o t h e r  groups 
and the SD c o u l d  be u s e d  as it is to explore t h e  same 
ro l e s  as e x p l o r e d  in t h i s  study.
C o m p a r i n g  the r e s u l t s  of the t w o  i n s t r u m e n t s  used 
indicates t h a t  the SD r esults are m o r e  clear c u t  and r e ­
ve a l s  more c o n s i s t e n t l y  what the att i t u d e s  of t h e  groups 
s t u d i e d  were toward the roles investigated. T h e  q u e s t i o n ­
ai r e  results a r e  not as clear in s h o w i n g  a d i f f e r e n c e b e t ­
w e e n  the two groups in the area of clinical p r a c t i c e .  T h e  
q u e s t i o n a i r e  di d  show differences b e t w e e n  the t w o  groups
90
on the faculty teaching r o l e  but not on the "pure" 
teaching role. The dif f e r e n c e  b etween the two groups 
on res e a r c h  in the questionaire results followed the 
pattern of the SD showing that the attitudes toward 
this role were less po s i t i v e  than towards the ot h e r  
roles. The SD is more s u b t l e  than the q u e s t i o n a i r e  
in m e t h o d  and may be e l i c i t i n g  r e sponses which are 
less the results of consciously looking for a " r e s p e c ­
table" response.
The q u e s t i o n a i r e  also is seeking a slightly d i f ­
ferent v i e w p o i n t  in that it seeks op i n i o n s  in a less 
abstract form for or ag a i n s t  a s pecific proposition.
There was much less tendency towards neutral or no 
opinion responses in the SD compared to the q u e s t i o n a i r e 
pre s u m a b l y  b e c a u s e  of the above m e n t i o n e d  factors.
An item of interest is that there was very little 
effect from the factor of sex on the results o b t a i n e d  
from the q u e s t i o n a i r e  and the SD. This may prove a 
disappointment to some m a l e  members of the p r o f e s s i o n  
who for "years" have been convinced that the f emales were 
r e s p onsible for holding b a c k  the dev e l o p m e n t  of the field.
The data sheet of the q u e s tionaire could have been 
more s p ecific to elicit d e s i r e d  information. M o r e  spec­
ificity wo u l d  h a v e  been h e l p f u l  in the area of job titles 
by ask i n g  for faculty ra n k  as well. Also the p o r t i o n  of
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the data sheet r elated to e d u c a t i o n a l  b a c k g r o u n d  could 
have be e n  more exact in s eeking I n f o r m a t i o n  about the 
entry level educational p r e p a r a t i o n  of individuals 
entering the field of physical therapy.
The clinician group was yo u n g e r  than the faculty 
group on the average of eight years wh i c h  may be a fac­
tor in the marked difference in the n u m b e r  of graduate 
degrees h e l d  by the c l i nician group compared to the 
faculty. The clinician group had a much higher number 
of ba c h e l o r s  degrees and certificates as the highest 
degrees h e l d  in p h y s i c a l  therapy w h e n  compared to the 
faculty group. Two po s s i b l e  reasons exist for this.
The first is that faculty members with a bachelors de­
gree or certificate we n t  on to graduate study in p h y s ­
ical therapy for a masters degree. The second p o s s i b ­
ility is that many masters degree entry level i n d i viduals 
are s i p h o n e d  off into teaching po s i t i o n s  rather than 
clinical pos i t i o n s  (Daniels, 1974).
The number of clinicians w i t h  masters degrees is 
r e l a t i v e l y  small and has shown very little growth since 
the studies done by W o r t h i n g h a m  (1968, c) and Conine 
(1972). A p p a r e n t l y  the rewards to the c l inician for 
graduate study are not suf f i c i e n t  to at t r a c t  large n u m ­
bers away from the clinic for a p e r i o d  of study or p e r ­
haps the clinician does not see the usefullness to h i m ­
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self of a g r a d u a t e  program. O t h e r  p o s s i b i l i t i e s  are 
that many g r a d u a t e  programs in phy s i c a l  t h e r a p y  do no t 
have a strong cli n i c a l  emphasis and g e n e r a l l y  take place 
in a n o n - c l i n i c a l  environment. A c c e s s a b i l i t y  of the pro­
grams may also be a p r o b l e m  w i t h  only 13 g r a d u a t e  school 
p r o g r a m s  to choose among. Th i s  makes p a r t  time w o r k  and 
part time g r a d u a t e  study d i f f i c u l t  since the p o t e n t i a l  
s t u d e n t  must leave his work a r e a  to seek gr a d u a t e  e d u c a ­
tion most of the time.
The faculty group by c o m p a r i s o n  has a m u c h  h i g h e r  
le v e l  of a t t a i n m e n t  in graduate e d u c a t i o n  w i t h  82% h o l d ­
ing ma s t e r s  degrees and 15% d o c t orates. B o t h  of t h e s e  
f igures r e p r e s e n t  p r ogress in the a c h i e v e m e n t  of faculty 
h o l d i n g  h i g h e r  degrees c ompared to W o r t h i n g h a m 's (1968, a) 
and C o n i n e ' s  s tudies (1972).
The faculty group held the highest p r o p o r t i o n  of its 
m a s t e r s  d egrees in phy s i c a l  th e r a p y  and the lowest number 
in b a s i c  m e d i c a l  sciences. The l eading d o c t o r a l  a r e a  was 
e d u c a t i o n  w i t h  the rest sc a t t e r e d  over s e v e r a l  areas.
The faculty group while s h o w i n g  p r o g r e s s  in attaining 
g r a d u a t e  de g r e e s  still d e m o n s t r a t e s  a l a r g e  gap b e t w e e n  
p h y s i c a l  t herapy faculty and e s t a b l i s h e d  a c a d e m i c  fields 
w h i c h  have hi g h e r  p e r c e n t a g e s  of d o c t o r a t e s  among its 
f a c u l t y  members. One of the m a j o r  p r o b l e m s  w h i c h  is e n ­
c o u n t e r e d  in p h y s i c a l  therapy is that fact that d o c t o r a l
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p r o g r a m s  In p h y s i c a l  therapy are e s s e ntially n o n e x i s ­
tent. H o l d i n g  a masters degree in phy s i c a l  therapy 
is often an a c ademic dead end w i t h  no l o g i c a l  p r o g r e s ­
sion to a higher degree wi t h o u t  entering another d i s ­
cipline. This lack of p r o g r e s s i o n  to d o c t o r a l  levels 
as well as the small numbers of physical t h e rapists 
h o l d i n g  doctorates must also h a v e  an e f f e c t  on research 
in physical therapy. Doctoral degrees r e m a i n  the p r i ­
mary tra i n i n g  p r o g r a m  in r e s e a r c h  even t h o u g h  many ma s ­
ters programs require the w r i t i n g  of a t h e s i s  w h i c h  may 
be a good i n t r o d u c t i o n  to research. In fa c t  w i t h o u t  the 
masters thesis it has been s u ggested that the p r o f e s s i o n a l  
l i t e r a t u r e  already noted for its sparseness of research 
papers w o u l d  su f f e r  even more (Michels, 1970; Hislop 
and Worthingham, 1958).
The q u e s t i o n a i r e  revealed there is s u b s t a n t i a l  agree­
ment about the importance of the role of clinical practice. 
There seems to be little a g reement of the methods for ad­
va n c i n g  the role of clinical p r actice s i n c e  large numbers 
of both groups do not see graduate study as being related 
to increasing c linical competence. Also the faculty m e m b e r s  
clinical involvement remains limited and unsure.
Que s t i o n s  10 and 14 showed that c l i n i c a l  contact and 
p atient care by clinicians is felt to be i m p o r t a n t  (Table 
7). The idea that faculty serve as c o n s u l t a n t s  to clinical
dep a r t m e n t s  (question 13) is r eceived less e n t h u s i a s ­
tically with large n u m b e r s  of respondents b e i n g  neutral.
In l o o k i n g  at the e d u c a t i o n a l  attainments of the faculty 
c om p a r e d  to the c l inical group it seems obvious that the 
c l i n i c i a n  and his p a tients would b e n e f i t  from a closer 
contact with f aculty m e m b e r s  by u t i l i z i n g  the expertise 
they have developed. Since there seems to be a s e p a r a ­
tion between the faculty members and the clinicians it 
is p o s s i b l e  that the faculty member is not p e r c e i v e d  as 
ha v i n g  clinical e x p e r t i s e  even tho u g h  they ha v e  had g r a d ­
uate level e d u c a t i o n a l  experience of t e n  in the field of 
p h y s i c a l  therapy. The other p o s s i b i l i t y  is that the 
c l i n i c i a n s  may a l r e a d y  feel i nsecure since many of the 
p r o f e s s i o n a l s  wi t h  w h i c h  they ha v e  contact are products 
ot g r aduate level e d u c a t i o n s  and they do not w a n t  to deal 
w i t h  the faculty group on an unequal footing.
The question about graduate study (#3) to become a 
f ac u l t y  me m b e r  d r e w  disagreement from both groups. The 
fact that gra d u a t e  p rograms in p h y s i c a l  therapy have in 
the past been d e v e l o p e d  p r i m a r i l y  as rec r u i t m e n t  devices 
for faculty does not seem to be w e l l  perceived. The r e ­
s p o n s e s  to q u e stions 3 and 5 se e m  to reveal that the role 
of graduate study in p hysical therapy has not yet been r e ­
solved. If it is not for p r e p a r a t i o n  for t e a c h i n g  (i.e. 
faculty membership) and not in p r e p a r a t i o n  for i n creased
clinical competence then what is it for? Judging by 
the amount of research done in physical therapy, grad­
uate study is not a n swering this need either. Comparing 
the numbers and p e r c entages (Tables 2 and 3) of faculty 
versus clinicians wi t h  advanced degrees it is not di f f i ­
cult to imagine what role a d vanced degrees are playing 
currently in physical therapy regardless of the attitudes 
e x pressed in this area.
The questions (9 and 20) r e garding the importance 
of teaching skills for the clinicians we r e  answered very 
p o s i t i v e l y  ind i c a t i n g  that this area is recognized as i m ­
portant to the clinician. Even though t eaching is r e c o g ­
nized as important the current p r e p a r a t i o n  of therapists 
does not make any p r o v i s i o n  for the development of this 
a b i l i t y .
Questions 2 and 6 related to research by clinicians 
and faculty showed little disagreement b e t w e e n  the groups 
w i t h  less than 50% feeling r e search was so important every 
one should be involved in it. The remainder expressed either 
n e u t r a l i t y  or disagreement. Thus there is no clear i n d i ­
cation of strength of opinion for or against research a c t ­
ivity a lthough there is clear indication of strength of 
o pinion that clinical practice is important and that t e a c h ­
ing is important. The therapists did d isagree with the 
statement that research in the field should be carried out
by others su c h  as scientists, physicians, etc.
The p r o p osition that therapists do not engage in 
r e s e a r c h  b e c a u s e  they l a c k  proper e d u c a t i o n a l  p r e p a r a ­
ti o n  found o v e r  50% of the faculty group agreeing while 
the clinician group had ov e r  40% disagreeing. It appears 
that the f aculty (which is in a p o s i t i o n  to change this) 
r ecognized the short coinings in the p r e p a r a t i o n  of the 
therapist for this responsibility. T h e  c u r riculum of 
the therapist is already crowded into a compressed time 
s p a n  and p r o v i d i n g  the educational o p p o r t u n i t i e s  for r e ­
s e a r c h  act i v i t i e s  in this limited time span presents a 
challenge.
In e x a m i n i n g  the role of the f a c u l t y  the following 
m i g h t  be n o t e d  from the questionaire results. Neither 
clinicians n o r  faculty w a n t  the fa c u l t y  to engage only 
in teaching but expect r e search and clinical activities 
to also be c a r r i e d  out. Also faculty is not expected to 
be the only leaders in the p r o f e s s i o n a l  association. H o w ­
e v e r  In spite of this exp r e s s i o n  of attitudes - faculty 
mem b e r s  are o v e r  rep r e s e n t e d  in the p r o f e s s i o n a l  o r g a n i ­
zations' s t r u c t u r e  e s p e c i a l l y  on committees w i t h  r e s p o n s i ­
b i lities in education an d  research w h e r e  little or no clini­
cal r e presentation is noted.
Many therapists feel faculty m e m b e r s  should experience 
p r essures f r o m  the c l i n i c i a n  to p r e p a r e  students differently
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than at present. There is no clear indication that the 
faculty should be better i n f o r m e d  about new developments 
than the clinician.
Clinicians feel that f a c u l t y  members are held in 
as high a regard as other fa c u l t y  on campus but faculty 
members do not. The feeling by faculty of lack of esteem 
compared to other groups on ca m p u s  can be u n d e r s t o o d  by 
a s sessing the effects of s e v e r a l  factors. The first is 
the lack of suf f i c i e n t  i n d i v i d u a l s  at the d o ctoral level 
which Improves an individuals as well as a departments  
esteem on campus. The second is that ph y s i c a l  therapy 
is a ''practical'' field and many campus groups continue 
to look a skance at p r o f e s s i o n a l  - vocational p r ograms at 
the u n d e r g r a d u a t e  level c o m p a r e d  to the tra d i t i o n a l  "arts 
and sciences". Also if a p h y s i c a l  therapy e d u c a t i o n a l  
p rogram is a part of a m e d i c a l  school, the p r i m a r y  inter­
est Is on the med i c a l  student and on medical faculty at 
the expense of others. A final factor is that faculty 
groups that are p r e d o m i n a n t l y  female still suffer p r e s ­
tige p roblems in c o m parison to the male d o minated faculty 
of most other departments.
Ma n y  q u e stions in the q u e s t i o n a i r e  seemed to elicit 
a d i s p r o p o r t i o n a t e  number of ne u t r a l  responses. Often 
these w e r e  a s s o c i a t e d  wi t h  an e x p r e s s i o n  of o p i n i o n  about 
the role of the clinician or faculty group. There seemed 
to be a r e l u c t a n c e  to express an opinion w h i c h  might be
considered judgemental about how things "ought to be".
This may present a problem In a professional field 
where a standard of performance is nearly always involved 
for the functions of the profession. I have the feeling 
that many physical therapists do not understand the role 
of criticism in the development of a profession. In 
many professional fields criticism of a rationale and 
constructive nature is part of the educational process 
from very early in the persons educational experience.
This seems to foster a continuation of this process as 
part of the persons professional life in which they 
continue to analyze the perf o r m a n c e  of the profession 
and the direction their profession as a whole is going. 
This results in a lively give and take of ideas contin- 
ously both at a personal level and at all levels wi t h i n 
the profession. This often seems lacking in the e d u c a ­
tional preparation of the physical therapist and seems 
lacking throughout the profession. I am not advocate of 
an adversary relationship between different groups within 
the profession but it seems that in physical therapy 
many of the concerns of different groups are never d i s ­
cussed thoroughly within the profession. The amount of 
interation between the clinicians and faculty about the 
education, research and other issues is extremely limited.
It seems clear that the clinician has suffered many
problems due to the lack of a clear dir e c t i o n  for 
development of the profession. Both groups agree that 
clinical com p e t e n c e  and role e x p ansion are important 
to the c l inician but h i s t o r i c a l l y  there has been little 
help offered the c l inician to a c c omplish this. There 
seems to be little i n centive offered to clinicians to 
ob t a i n  graduate edu c a t i o n  and to return to the clinical 
set t i n g  and ap p l y  it. Al s o  the p r o f e s s i o n  has failed to 
develop clinical specialties or a method to become a 
clinical specialist. P h y s i c a l  therapy completely lacks 
the development of educational programs similiar to m e d ­
ical residencies where the edu c a t i o n a l  process takes 
place at the site where the skills needed are most likely 
to be able to be taught, learned and p r a cticed - the 
clinical setting. It appears that the c l i nician currently 
does not have the e x pertise to carry out this development 
alone. Faculty of e xisting programs at both the graduate 
and u n d e r g r a d u a t e  level are going to have to help the 
cl inician develop specialty educational programs. S o m e ­
how those p h y s i c a l  therapists wi t h  graduate educations are 
going to have to be a t t racted to staying in the clinical 
s etting in l a r g e r  numbers.
The results of the semantic d i f f e r e n t i a l  for the con­
cept words sho w e d  that the clinician group had very similiar 
overall means for the words clinical practice and teaching 
(Table 8). The faculty had a hi g h e r  mean for teaching than
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for clinical practice or research. The mean for c l i n i ­
cal p r actice was only s l ightly higher than the me a n  for 
research for the faculty group.
The profiles for the concept words showed the trends 
of w h i c h  word pairs we r e  m o s t  likely to be scored high 
or low In relationship to the concept words. The profiles 
tor " c l inical practice" show a c o n s i s t e n t l y  different pro­
file than the other two concept words (Fig. 1, 2, 7). For 
"clinical practice" the word pairs superior- i n f e r i o r ,  
l e a d e r - f o l l o w e r , and i n d e p e n d e n t - d e p e n d e n t  were c o n s i s ­
tently scored the lowest w i t h  a shift of the profile to 
the left for these words. The shift is more pronounced 
for the faculty and for faculty males e s p e c i a l l y  (Fig.
1, 2 & 7) .
The profiles for tea c h i n g  show the faculty consistently 
scoring all the word pairs high for this concept word. The 
clinician groups show a shift to the left on word pairs 
flexible-rigid and i n d e p e n d e n t - d e p e n d e n t  (fig 3, 4 & 8)
As predicted the c oncept research received the least 
favorable treatment in the SD scores from both groups. The 
fact that the m e a n  scores were as high as they were p r o ­
bably reflects something of an attitude similiar to those 
toward "motherhood" and "apple pie", bo t h  of wh i c h  are 
a u t o m a tically thought to be good. The profiles for r e ­
search show a shift to the left for b o t h  groups with the 
word pair flexible-rigid s h o w i n g  a large shift especially
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for faculty females. Both groups also show a shift 
for the c o o p e r a t i v e - c o m p e t i t i v e  w o r d  pair (Fig. 5, 6, 
and 9).
The fact that both groups s c o r e d  the lowest on the 
w o r d  pairs superior-inferior, i n d e p e n d e n t - d e p e n d e n t  and 
f o l l o w e r - l e a d e r  for c l inical p r a c t i c e  may reveal s o m e ­
thing about h o w  clinical practice ie p e rceived by the 
phy s i c a l  therapist. Phy s i c a l  the r a p i s t s  do not p r a c ­
tice inde p e n d e n t l y  since referral f r o m  a p h y sician is 
required. H i s t o r i c a l l y  this r e f e r r a l  was considered to 
be prescriptive. The referring p h y s i c i a n  stated what 
the treatment was to be and the t h e r a p i s t  carried it out. 
W o r t h i n g h a m ' s  study (1970, a) r e v e a l e d  that for all p r a c ­
tical p u rposes the p h ysical therapist was p lanning the 
patients treatment p r o g r a m  since m o s t  referrals w e r e  of 
such a general nature that this was the only p r a c t i c a l  
way the t h e rapist could function. Also the AP T A  has r e ­
cently p r o m o t e d  the importance of a referral rather than 
a p r e s c r i p t i v e  relationship with the p h y s i c i a n  community. 
Since the A P T A  has done this the a b i l i t i e s  of the t h e r ­
apist in the area of p atient e v a l u a t i o n  and tre a t m e n t  
p lanning h a v e  necessarily had to be improved. There con­
tinues to be much c o n fusion in the e d u c a t i o n a l  p r ograms  
about how to develop the clinical skills ne e d e d  by the 
therapist. In many of the larger m e d i c a l  centers, there
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are p h y sicians w i t h  specialty t r aining in phy s i c a l  
m edicine who s t r o n g l y  b e l i e v e  in p r e s c r i p t i v e  and 
not r eferral r e l a t i o n s h i p s  with phy s i c a l  therapists.
In these medical centers is often wh e r e  a physical  
therapy e d u c a t i o n a l  programs major clinical facilities 
are. The student therapists in their early clinical 
e d u c a t i o n  phase are then often e xposed to a clinical 
environment w h e r e  the c l inician is least likely to be 
. . . . . ."Independent, a leader and superior".
Students may be exposed to dynamic p h ysical therapy 
faculty who teach their subject wel l j b u t  who are also 
saying less than dynamic things about the clinical e n ­
vironment, who since they left this e n v i ronment may p e r ­
sist in holding up an image of c linical p ractice w h i c h  
is less than c h a l l a n g l n g , n o t  e m p h a s i z i n g  the clinicians 
re s p o n sibility to create their own environment. It seems 
that many p h y s i c a l  therapist have not learned that the p r o ­
fessional creates his own environment, not other p r o f e s ­
sionals in other fields. In looking at the que s t i o n a i r e  
and SD results it seems possible that the clinical practice 
and teaching roles have d e veloped separately for the fac­
ulty member mo r e  so than for the clinician. Clinicians 
obv i o u s l y  are I n v o l v e d  in clinical p r actice and nearly all 
have a teaching role wi t h  patients, staff or other p r o f e s ­
sionals. F aculty members do not have an obvious clinical
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practice role but do have a strong teaching role. Since 
the t e aching role becomes so strong the faculty is most 
likely to see the needs of the pro f e s s i o n  through the 
teaching role. This may e x p l a i n  the p r e p o n d e r a n c e  of 
graduate programs that developed as faculty r e c r u i t m e n t  
methods rather than as ways for the clinician to learn 
to do what he does better or in more depth. The educators 
in the field have certainly stayed away from the clinical 
e n v i r o n m e n t  as far as d e v e lopment of e d u c ational programs 
with a clinical emphasis and in a clinical s e t t i n g  until 
very recently.
The findings of this res e a r c h  project su p p o r t  those 
who ha v e  criticized the current structure of the p r o f e s ­
sion and who have called for r e shaping of the therapists 
ed u c a t i o n a l  and clinical roles and for the deve l o p m e n t  
of the r esearch role (Johnson, 1 9 7 4 , a; Pascaslon, 1966, 
1969; Worthlngham, 1970, b; Hislop, 1968, a, d).
The edu c a t i o n a l  pla c e m e n t  of pro f e s s i o n a l  programs 
in p h y s i c a l  t herapy which is p r i m a r i l y  at the b a c c a l a u r ­
eate level may be a primary reason for the fa i l u r e  of the 
d e v e l o p m e n t  of the clinicians role to more d e m a n d i n g  and 
r e s p o n s i b l e  levels. This also Is a factor in the lack of 
dev e l o p m e n t  of the research role. Graduate pr o g r a m s  have 
a b s o r b e d  most of the therapists wi t h  advanced degrees into 
f a c u l t y - t e a c h i n g  roles. The growth of the e d u c a t i o n a l  en-
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terprlze in p h ysical therapy may be coming to a slow 
down w i t h  the e f f e c t  that those seeking g r aduate e d u ­
cation may be more inclined to return to the clinic.
If the educational programs In fact stop g rowing at 
the pr e s e n t  rate a n d  the num b e r s  of students and f a c ­
ulty b e c o m e  more stable there may be a change In both 
student and fac u l t y  recruitment. At the present time 
it seems likely that the faculty recruits students in 
its own "image” . The needs of clinical p r a c t i c e  b e ­
comes secondary in the recruitment of s tudents and the 
re c r uitment of th o s e  who are "like" the faculty b ecomes 
primary. As more clinicians receive a d v a n c e d  e d ucation 
and re m a i n  in the clinical setting and ex p a n d  their roles 
and project an i m a g e  of d y n a m i c  growth in the clinical 
envi r o n m e n t  a n e w  respect for the c l i n i c i a n  may be e x ­
h i b i t e d  by the faculty - h e n c e  they w o u l d  project a more 
f a vorable image to students during the a c ademic ye a r s  of 
the clinician. W h e n  faculty and c l i n icians begin to view 
each other as e q u a l  partners then two things might happen. 
The faculty w o u l d  be more inclined to seek c l i n i c i a n  Imput 
into basic e d u c ational p r ograms and the clinician might 
seek to use the expertise of the faculty more frequently 
in h e l p i n g  w i t h  clinical problems. A l s o  wn e n  both groups 
now have had the benefit of advanced e d u c a t i o n  p e r h a p s
b o t h  groups will p a r t i c i p a t e  m o r e  f r e e l y  In r e s e a r c h  
of a cooperative nature. As things a r e  currently re­
garding clinical research, the f aculty may h a v e  the 
ba c kground i n f o r m a t i o n  In res e a r c h  d e s i g n  and statistics 
an d  the clinician h a s  the pa t i e n t s  a n d  the c l i n i c a l  p r o ­
blems to deal with. As the c l i n i c i a n  seeks to expand 
the clinical role and seeks a d d i t i o n a l  education his 
teaching role may be expanded further. The demands and 
e xpectations for b o t h  clinical and b a s i c  research are 
going to remain. H o p e f u l l y  it will gradually be realized 
that professional p r a c t i c e  requires a balance of skills 
nee d e d  for all three of these basic roles for most i n d i ­
viduals in a c l inical practice s e t t i n g  to f u nction at 
their fullest capacity. The same w i l l  become true for 
faculty members in general w i t h  the demand for more p a r ­
ticipation in c linical affairs and r e search ten d i n g  to 
require a better b a l a n c e  of all three roles in faculty 
members. A major obstacle to growth of the a b o v e  type 
of clinician and fa c u l t y  m e m b e r  has b e e n  the s t a f f i n g  of 
programs. The c l i n i c i a n  has such h e a v y  demands on his 
time for patient c a r e  activities that the o t h e r  p r o f e s ­
sional roles suffer from neglect. T h e  faculty member in 
turn has such high teaching demands m a d e  on hi s  time that 
no time is left for research or c l i n i c a l  activities. In 
the future better s t a f f i n g  at both clinical and faculty
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levels must be accomplished.
A  very strong and seemingly sound case has been 
made for masters degree programs as entry level p r o ­
grams for physical therapy practice. The case has been 
made that this would help accomplish the goals of i n ­
creased clinical competency and also allow for the 
development of research abilities. It is easy to agree 
with this proposition but some other considerations re ­
quire consideration for this to happen. The first of 
these is the structure of this level of programs. It Is 
not clear from examination of the curriculum how a two 
year pr o g r a m  at the masters level differs greatly from 
the last 2 years of a bachelors program. The pr o b l e m  is 
that two years for the professional portion of a persons 
training remains two years regardless of the degree offered. 
The more mature student in the masters program should be 
expected to w o r k  harder and longer mastering the basic 
elements more quickly and allowing time for other ac t i ­
vities and more depth of understanding. A clearly demon­
strated superiority of the masters degree programs has 
been shown at the present time. A n o t h e r  ingredient might 
be needed to make these programs superior - this is the 
need for more depth and possibly time for turning out a 
clinically competent and well rounded therapist. Perhaps 
more of the prerequisite sciences specifically needed could
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be r e q u i r e d  be f o r e  entry into the p r o f e s s i o n a l  p o r t i o n  
of the p r o g r a m  at the m a s t e r s  level. Other a l t e r n a t i v e s  
could be e x p l o r e d  such as a three a n d  three p r o g r a m  with 
the B.S. at the end of the fourth year, and m a s t e r s  at 
the end of the si x t h  year or v a r i a t i o n s  on this theme.
The o t h e r  c o n s i d e r a t i o n  is cost. At the pr e s e n t  
time c o l l e g e s  and u n i v e r s i t i e s  are in v o l v e d  in fin a n c i a l  
p r o b l e m s  and b a c h e l o r s  p r o g r a m s  are less e x p e n s i v e  than 
mas t e r s  p r o grams. Also federal f u n d i n g  of a l l i e d  h e a l t h  
p r o g r a m s  and of p h y s i c a l  t herapy in p a r t i c u l a r  are c o m ­
m i t t e d  to the status quo of p r i m a r i l y  b a c c a l a u r e a t e  p r o ­
grams. H E W  is very e m p h a t i c  about funding of n e w  p r o g r a m s  
in p h y s i c a l  the r a p y  at the b a c h e l o r s  level. One off i c i a l  
st a t e d  that HEW was not i n t e r e s t e d  in f i n a n c i n g  a s t u d e n t s  
I n d e c i s i o n  about his future work and that all a mas t e r s  p r o ­
gr a m  did was p r o v i d e  v o c a t i o n a l  t r a i n i n g  for those wi t h 
u n d e r g r a d u a t e  d egrees in one of the sciences who could not 
make up their m i n d s  what field they w i s h e d  to w o r k  in.
The gen e r a l  i nertia of c h a n g i n g  the w h o l e  emp h a s i s  
of the e d u c a t i o n a l  e n t e r p r i z e  and t h e  c urrent sho r t a g e  
of funds In colleges and u n i v e r s i t i e s  In g e n e r a l  do n o t  
s e e m  to be e n c o u r a g i n g  signs for the further d e v e l o p m e n t  
of m a s t e r s  degree p r o g r a m s  for e n t r y  level at this time.
The field of p h y s i c a l  t herapy then sho u l d  look at other 
w a y s  to p r o m o t e  b e t t e r  d e v e l o p m e n t  of the p h y s i c a l  t h e r a ­
pi s t  role. As d i s c u s s e d  earlier this most l i k e l y  will be
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through graduate e d u c a t i o n  for inc r e a s i n g  numbers of 
c l i nicians with an i n c r e a s i n g  portion of this e d u c a t i o n  
taking p l a c e  with th e  c o o p e r a t i o n  of the c l i n i c i a n  in 
the c l i n i c a l  setting.
The con c l u s i o n s  of the st u d y  were that there are 
d i f f e r e n c e s  in role p e r c e p t i o n s  of p h y s i c a l  t h e r a p i s t s  
who are cli n i c i a n s  a n d  who are faculty members. T h e s e  
role p e r c e p t i o n s  are such that clinicians hold c l i n i ­
cal practice, f o l l o w e d  by te a c h i n g  in h i g h  re g a r d  w i t h  
research being h e l d  in less esteem. F a c u l t y  m e m b e r s  
hold t e a c h i n g  to be the most important role f o l l o w e d  
by c l i n i c a l  pr a c t i c e ,  then research. This r a n k i n g  of 
roles w a s  p r e d i c t e d  b y  the l i t erature of the field.
These d i f f e r i n g  p e r c e p t i o n s  of roles are one cause of 
the p r o b l e m s  e x i s t i n g  in the field of p h y s i c a l  t h e r a p y  
which e f f e c t  all p h a s e s  of the p r o f e s s i o n  from e d u c a t i o n a l  
p r e p a r a t i o n  to c l i n i c a l  p r a c t i c e  and r e s e a r c h  a c t i v i t i e s .  
Further studies of the effects of these role d i f f e r e n c e s  
is i n d i c a t e d  so that the p r o f e s s i o n  can b e g i n  to e x a m i n e  
these i s s u e d  and t a k e  some p o s i t i v e  steps to i m p r o v e  the 
s i t u a t i o n  as it r e l a t e s  to all three r o l e s  but e s p e c i a l l y  
as it re l a t e s  to the re s e a r c h  role w h i c h  has b e e n  d e m o n ­
strated to be w e a k l y  dev e l o p e d  in both c l i n i c i a n  a n d  f a c ­
ulty groups.
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A P P E N D I X  A
D ecember 20, 1974
D e a r  P h ysical Therapist:
E n closed is a q u e s t i o n a i r e , a data base f o r m  and 
a 3-page i n s t r u m e n t  called a " s e m a n t i c  differential".
A l s o  e nclosed is a set of i n s t r uctions for t h e s e  forms.
I w o u l d  appreciate your cooperation in a n s w e r i n g  
these q u e t s i o n a l r e s  and forms. T h i s  is a part of a 
research s t u d y  on o p inions and att i t u d e s  of therapists.
I r e a l i z e  the length of the questionaire a n d  forms 
m a y  seem to require a lengthy time to fill out, but as 
the enclosed Instructions state, y o u  should w o r k  quickly 
a n d  record your initial response a n d  be done w i t h  the 
ta s k  in 15 minutes or less.
If y o u  are i n t e r e s t e d  in the results of t h i s  study, 
please s e n d  me a po s t  card with y o u r  name and address.
All replies to the q u e s t i o n a i r e  and other enclosures 
w i l l  be k e p t  in strict confidence. No names or other 
personal i d e n t i f i c a t i o n  will be r e v e a l e d  in the results 
o f the s t u d y .
I w o u l d  appreciate your r e t u r n i n g  the fo r m s  in the 
enclosed self a d dressed envelope b y  January 30, 1975.
Thank you for your cooperation.
Sincerely,
John L. Echternach,
Chief, Physical Therapy Dept
JLE:mad
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Date Base - No name is required - Pill in information requested completely
FORM 1
AGE _________  SEX _________
PRESENT JOB TITLE ___________________________
NUMBER OF YEARS IN PRESENT JOB ________
WHAT WAS YOUR FIRST JOB IN PHYSICAL THERAPY
NUMBER OF YEARS OF CLINICAL EXPERIENCE ____________________________
PERCENT OF TIME SPENT
TEACHING ____  CLINICAL PRACTICE ____  RESEARCH_____
WRITING/ ____  CONSULTING ____  ADMINISTRATION_____
EDITING
HIGHEST DEGREE HELD IN PHYSICAL THERAPY ____________________________
IF HIGHEST DEGREE HELD IS NOT IN PHYSICAL THERAPY, WHAT FIELD AND 
WHAT IS HIGHEST DEGREE HELD? _______________________________________
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QUESTIONNAIRE
CIRCLE YOUR RESPONSE TO EACH ITEM ON THE SCALE OF 1-5
WORK QUICKLY RECORDING YOUR INITIAL RESPONSE
ANSWER ALL QUESTIONS. THERE ARE 20 TOTAL QUESTIONS.
1. Clinical practice (direct patient care) should be the basic 
purpose in the field of physical therapy.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
2. Clinical research is so important that every clinician 
should be performing at least some clinical research.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
3. The most important aspect of .graduate study is the preparation 
for becoming a faculty member.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
4. Clinical competence and expansion of the physical therapist
role in patient care should be a major concern for all 
clinicians.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
5. Further graduate study is essential for increasing clinical
competence.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
6. All faculty members should be actively engaged in research.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
7. Leadership in the professional organization should be held by
faculty members rather than clinicians.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
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CIRCLE YOUR RESPONSE TO EACH ITEM ON THE SCALE OF 1-5
WORK QUICKLY RECORDING YOUR INITIAL RESPONSE
ANSWER ALL QUESTIONS. THERE ARE 20 TOTAL QUESTIONS.
8. Faculty should devote their major efforts to teaching rather 
than spreading their interest over research and clinical 
activities as well.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
9. Teaching skills are not important for the physical therapist 
in the clinical setting.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
10. Clinical activities and patient care are not important for 
faculty members to engage in.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
11. Most research related to physical therapy should be carried
out by those in other fields, e.g., medicine, basic scientist 
rather than by therapists.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
12. Therapists do not engage in research because their education 
does not prepare them for this function.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
13. Faculty teaching loads and other duties should not prevent 
them from devoting time to research activities.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
14. It is essential for faculty members to maintain a clinical 
contact and be actively involved with patient care.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
CIRCLE YOUR RESPONSE TO EACH ITEM ON THE SCALE OF 1-5
WORK QUICKLY RECORDING YOUR INITIAL RESPONSE
ANSWER ALL QUESTIONS. THERE ARE 20 TOTAL QUESTIONS.
15. It is essential that faculty members serve as consultants 
to clinical departments.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
16. Faculty members should put in more hours per week than the 
clinical physical therapist.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
17. Faculty members should experience pressures from the
clinician to prepare students differently than they are 
presently being prepared for clinical practice.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
18. Faculty members must be more up-to-date on new developments 
in the field than clinicians.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
19. Faculty members of departments of physical therapy are 
likely to be held in as high esteem as other departments on 
campus.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
20. Teaching is a highly important function of the clinical 
therapist.
1 2 3 4 5
AGREE STRONGLY AGREE NEUTRAL DISAGREE DISAGREE STRONGLY
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INSTRUCTIONS FOR SEMANTIC DIFFERENTIAL
There are 3 pages to this section - at the head of each page is 
a "concept" word, e.g., teaching, etc. For each of these words 
there are 10 word pairs which are opposites.
Please rate each word pair in relationship to the concept word 
and place an X on the line which you feel corresponds with your 
feeling about the concept word.
AN EXAMPLE IS ILLUSTRATED BELOW:
If you feel that the concept at the top of the page is VERY CLOSELY 
RELATED to one end of the scale, you should place your X mark as 
follows:
fair ; x ; : :______ :____ :_____:________unfair
fair : : : : : : : X : unfair
If you feel that the concept is QUITE CLOSELY RELATED to one or 
the other end of the scale (but not extremely), you should place 
your X mark as follows:
strong j : X :____ ;____ :____ :__ ;______  ^weak
strong :___ :____ :____ :____ :____ : X . • weak
If the concept seems ONLY SLIGHTLY RELATED to one side as opposed 
to the other side (but is not really neutral), then you should X 
as follows:
active j : : X ;_____;_____: :________passive
active j :_____:_____: : X ; x ^ passive
The direction which you check, of course, depends upon which 
of the two ends of the scale seem most characteristic of the thing 
you're judging.
If you consider the concept to be NEUTRAL on the scale, both 
sides of the scale EQUALLY ASSOCIATED WITH the concept, or if the 
scale is COMPLETELY IRRELEVANT, unrelated to the concept, then you 
should place your X mark in the middle space:
safe :____ : :_____: ^ : ■ x_____:_____: unsafe
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IMPORTANT:
(1) Place your X marks in the MIDDLE OF THE SPACES, not on the 
boundaries:
THIS NOT THIS 
X X
safe : : : : : : : :  unsafe
(2) Be sure you check every scale for every concept— DO NOT OMIT ANY.
(3) Never put more than one X mark on a single scale.
Sometimes you may feel as though you've had the same items before.
This may be the case, so DO NOT LOOK BACK AND FORTH through the 
items. Do not try to remember how you checked similar items earlier. 
MAKE EACH ITEM A SEPARATE AND INDEPENDENT JUDGEMENT. Work at fairly 
high speed through this test. Do not worry or puzzle over individual 
items. It is your first impressions, the immediate "FEELINGS" about 
the items, that I want. On the other hand, please do not be careless, 
because I want your true impressions.
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SEMANTIC DIFFERENTIAL 
CLINICAL PRACTICE
I. Intelligent . •* * •« *
2. Worthless . •• * •* •
• Stupid
3. Flexible . * *
"siuable
4. Dull . •• ■ *• *
: Rigid
5. Superior . •• 4 *• *
Interesting
6. Follower . •• »
interior
7. Independent . * *
Leader
8. Important ** •
: Dependent
9. Cooperative . •4 • *• •
_L Unimportant,
0. Systematic . •
* »
competitive
Disorganized
1. Valuable
2. Unimportant
3. Follower
4. Intelligent
5. Dull
6. Flexible
7. Inferior
8. systematic
9. Independent 
10. Cooperative
SEMANTIC DIFFERENTIAL 
TEACHING
Worthless
Important
Leader
Stupid
Interesting
Rigid
Superior
Disorganized
Dependent
Competitive
SEMANTIC DIFFERENTIAL 
RESEARCH
Dull
Interesting
unimportant
Valuable
Competitive
Systematic
Disorganized
Intelligent
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Role Conceptions of Faculty and 
Clinicians in the Field of Physical T herapy
A r e v i e w  of the lit e r a t u r e  p e r t a i n i n g  to the field 
of ph y s i c a l  therapy r e vealed d i s s a t i s f a c t i o n  wi t h  the way 
the roles of clinical practice, teaching and r e search were 
being carried out. Also differences in the attitudes and 
opinions of faculty and clinicians were noted. It was 
h y p o t h e s i z e d  that differences in opinions r e g a r d i n g  the 
roles of clinical practice, t e a c h i n g  and r e s e a r c h  existed 
b etween the two groups wi t h  clinicians rating the clinical 
p ractice role the most highly; faculty the teaching role 
most highly and n e i t h e r  group att a c h i n g  mu c h  value to r e ­
search.
A survey of the attitudes and opinions of 150 r a ndomly 
selected clinicians and 150 faculty members in the field 
of p h y s i c a l  therapy was performed. The survey included 
a b i o g r a p h i c a l  b a c k g r o u n d  r e g arding age, sex, e d u c ational 
and clinical background, a q u e s t ionaire using Likert scales 
and a s emantic d i f f e rential (SD) instrument to i n v e s t i g a t e  
the concept words c l inical practice, t eaching and research. 
The a n alysis of the data was c arried out by analysis of 
variance method, c o v a r y i n g  for age. The q u e s t i o n a i r e  was 
also ana l y z e d  by p e r c e n t a g e  r e s ponses to the sc a l e d  items 
for each question. The SD was analysis for means of wo r d  
pairs for each concept and profiles c o n s t r u c t e d  to contrast 
the differences b e t w e e n  the two groups surveyed.
The response rate was 67% of q u e s t i onaires returned 
and useable. The b i o g r a p h i c  data revealed a m u c h  higher 
n u m b e r  of a d vanced degrees among faculty com p a r e d  to the 
clinician group. Sig n i f i c a n t  differences were found on the 
q ue s t i o n a i r e  and s e m a n t i c  differential on the response of 
the two groups under study wi t h  clinicians h o l d i n g  clinical 
p ractice in the h i g h e s t  esteem followed by teaching, then 
research. The faculty group v a l u e d  t eaching most highly 
followed by clinical p r a c t i c e  and lastly research.
The conclusions w e r e  that these differences in role 
concepts were p a r t i a l l y  res p o n s i b l e  for some of the p roblems 
e n c o u n t e r e d  in the field of p h y s i c a l  t herapy esp e c i a l l y  in 
the area of e x pansion of the clinical role and in the d e v e l ­
opment of research i n terests and capabilities.
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